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SALMONELLA INFECTIONS, WITH REPORT OF A 
SPORADIC CASE OF BACILLUS ENTERITIDIS 
(GARTNER) SEPTICAEMIA. 


By T. J. F. Franx, M.D. (Melbourne), 
M.R.C.P. (London), 
Assistant Physician, Royal 
Hospital. 


Associate Melbourne 


Foop INFECTION is a specific disease resulting from 
the intake of food infected with Salmonella 
organisms, members of a group which occupy a 
position intermediate between the typhoid and 
colon bacilli. Such synonyms as food poisoning, 
meat poisoning and ptomaine poisoning have been 
applied to this disease. The last-mentioned term 
was originally used because ptomaine substances 
were thought to arise from the bacterial decom- 
position of proteins of the food, but this type, if it 


diseases. 





does occur, is considered to be extremely rare. 
Fortunately, food infection is usually an acute, 
self-limited disease, running a rapid and favourable 
course. 

Many difficulties have arisen in attempts to pro- 
duce a satisfactory classification and nomenclature 
of the various members of the Salmonella group. 
No universal agreement yet exists, and thus much 
confusion has occurred in the description of these 
The various members of this group 
resemble each other closely in general and bio- 
chemical characters, but differ in serological 
reactions; agglutination and absorption tests are 
necessary for the differentiation of the more closely 
related organisms. In a recent study of the 
Salmonella organisms, Savage and White") have 
recognized the following main types: 

1. Bacillus enteritidis of Gartner. Gartner in 
1888 described an outbreak of gastro-enteritis in 
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Saxony, in which fifty-seven patients were affected 
after eating the flesh of a diseased cow. The causal 
organisms were isolated from the patients and from 
the ingested meat. 

2. Bacillus aertrycke. In 1898 de Nobele recovered 
Bacillus aertrycke from patients during an outbreak 
of food poisoning at Aertrycke, Belgium. The 
organism is also responsible for epizootic enteritis 
in guinea-pigs, mice and other rodents, and 
occasionally is found in pigs, but not commonly in 
rats. 

3. Bacillus suipestifer (bacillus of hog cholera). 
First described in 1885 by Salmon and Theobald 
Smith, this organism is found in swine fever, which 
is now considered to be the result of a virus 
infection. Bacillus suipestifer is regarded as a 
secondary invader in this disease. 


4. A mixed group containing the bacillus of 
Stanley, bacillus of Newport, bacillus of Derby, 
Bacillus paratyphosus C, Bacillés pullorum and 
Bacillus gallinariwm among others. Bacillus pul- 
lorum and Bacillus gallinartwm occur in chicks and 
hens and are not transmitted to human beings. 


According to Savage and White, Bacillus para- 
typhosus B (Schotmiilleri) is associated only with 
paratyphoid fever and probably never occurs in 
food poisoning. First isolated by Achard and 


Bensaude in 1896 from a patient with an illness 
resembling typhoid fever, this organism has since 


been classified amongst the bacilli responsible for 
food poisoning, especially by German and American 
writers, and has caused much confusion. Savage‘? 
stated that the literature abounded with descrip- 
tions of food poisoning outbreaks due to Bacillus 
paratyphosus B; but careful examination would 
show that they were due to one of the Salmonella 
group. The organisms responsible for outbreaks of 
food poisoning are pathogenic to both man and 
animals. The Bacillus aertrycke and Bacillus 
enteritidis have caused many outbreaks of food 
infection. Savage regards the former and 
Rosenau™? the latter organism as the one most fre- 
quently isolated. Salmonella infections usually pro- 
duce gastro-intestinal symptoms, though occasion- 
ally sporadic cases occur without any alimentary 
disturbance. The incubation period is generally 
less than twenty-four hours, most frequently four 
to six hours. The more rapid the onset, the more 
suggestive is it that toxins rather than the bacilli 
themselves have been ingested. Headache, nausea, 
vomiting, abdominal pains, which may be griping 
and severe, and the frequent passage of offensive 
liquid stools are characteristic features. The tem- 
perature usually rises rapidly to 39-4° to 40-0° C. 
(103° to 104° F.), and the pulse and respiratory 
rates may be in the region of 130 and 30 per 
minute respectively. As a result of the dehydration, 
marked prostration, faintness, restlessness, mus- 
cular twitchings and oliguria may develop. 
Occasionally death occurs within forty-eight hours; 
and the severity of the infection depends mainly on 


the virulence and number of the infecting organisms, | 





the susceptibility of the individual and also on some 
unknown factors. In the Aberdeen epidemic, due 
to Bacillus enteritidis, in July, 1925, Kinloch, 
Smith and Taylor found an average incubation 
period of nineteen hours and a duration of the 
acute symptoms for forty-eight hours among the 
497 persons affected. Usually on the third day the 
temperature and pulse rate were normal and al! 
the symptoms, apart from some weakness anid 
epigastric pain, had subsided. Many of the patients 
had left hospital on the fifth day. The only deat) 
that occurred was that of a female patient, aged 
eighty-five years. 

Complications of Salmonella infections appear to 
be infrequent. Occasional sporadic cases run a 
course like typhoid fever. Thus Rosher and Selby 
Wilson) observed such a case in which the tem- 
perature persisted for twenty-four days and was 
associated with a moderate degree of toxemia and 
bronchopneumonia. Another similar case was 
reported by Smith and Scott,“ with consolidation 
of the upper half of the right lung, a distended 
abdomen, a profuse crop of rose-coloured spots on 
the skin and a slightly enlarged spleen; the diag- 
nosis was made by agglutination of the blood serum 
(1 in 100) against the Dublin type of Bacillus 
enteritidis. 

Several reports of septicemia have been published 
in which Bacillés enteritidis of Gartner has been 
the causative organism. Li and Ni‘ observed a 
patient who ran a febrile course for about three 
weeks, associated with a generalized purpuric rash. 
The organism was repeatedly recovered from the 
blood, urine, feces and saliva. Its disappearance 
from the blood stream was followed by sterile cul- 
tures from the other secretions. In five cases of 
septicemia in Shanghai, Tang ®) found that two of 
them were produced by Bacillus enteritidis, the 
clinical findings of which closely resembled those 
of typhoid fever. These cases illustrate the neces 
sity for a thorough investigation by culture of 
blood and secretions together with the performance 
of agglutination tests in obscure febrile conditions 
simulating typhoid fever. 


Occasionally respiratory complications occur, 
namely, bronchitis and pulmonary consolidation, 
similar to those seen in the typho-colon infections. 
McNee™ recorded an interesting case history of 
a soldier, aged twenty-five years. 


An influenzal type of onset was followed seven days later 
by signs of pulmonary involvement and in another three 
days by consolidation of both lung bases. Death occurred 
within forty-eight hours of the development of the 
pneumonia. During the last eight days of the illness the 
patient was comatose. At autopsy the trachea was half 
filled with yellowish pus, often in the form of small “worm- 
like masses”; the lower parts of each lung showed 
irregular areas of consolidation in addition to many smal! 
hemorrhages beneath the pleura. On squeezing the bron- 
chioles, a cast could be expressed, whilst surrounding the 
bronchiole was a wide zone of hemorrhage forming a 
ring, approximately 2-5 centimetres in diameter. There 
were no signs of inflammation in the alimentary tract 
On examination of the pus from the bronchi and spleen 
Bacillus enteritidis of Gartner was isolated. 
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These findings were also confirmed at the Lister 
Institute. McNee, in the summary to his article, 
states that: 

Anomalous cases of infection of B. enteritidis could 
occur without any of the acute diarrheal symptoms com- 
monly associated with the “food-poisontng” group of 
organisms, and that on occasions, it was- possible to 
solate the causal organism from the sputum in cases of 
typho-colon disease and food-poisoning where bronchitis 
was present. 


Thus the sputum should always be carefully 
examined and cultured in obscure cases of septi- 
eemia with respiratory infections, for, apart from a 
positive result to the agglutination test, the actual 
recovery of the organism will clinch the diagnosis. 
This method may often prove successful when nega- 
tive results have been obtained from cultures of 
blood, faeces or urine. 


Apparently gall-bladder and liver disease, the 
result of Salmonella infections, is rare. Dean,®® in 
a review of the literature up till 1911, was unable 
to find a case of cholecystitis secondary to infection 
with the bacillus of Gartner, although typhoid and 
paratyphoid bacilli had been responsible in a 
number of cases. However, he described fully the 
history of a female patient, aged sixty-one years. 


This patient had suffered from “gastric fever” at the 
age of twenty-two years and gave the clinical symptoms 
of gall-stone colic for ten years; after the passage of a 
calculus the size of a hazel-nut five years previously, the 
pain ceased. However, attacks of pain associated with 
jaundice had recurred in the preceding twelve months; 
on abdominal examination there was tenderness over the 
gall-bladder and a slightly enlarged liver. Gartner bacilli 
were isolated from the feces, from pus in the gall-bladder 
and from the gall-stone. 


It appeared that in this case Gartner bacilli were 
periodically emptied from the gall-bladder and 
thence secreted in the feces, a finding analogous to 
that which occurs in typhoid and paratyphoid 
disease. The above case illustrated features 
typically seen in the typho-paratyphoid group, 
namely, that the Salmonella enteritidis may give 
rise to an acute gastro-enteritis with subsequent 
residual disease in the gall-bladder, a possible pre- 
cursor of cholelithiasis. Rarely does this group of 
organisms attack the liver. Cowen‘) reported the 
history of a fourteen months old child who died from 
subacute proliferative cholangitis which was appar- 
ently the result of an infection with this organism. 


On the child’s admission to hospital it was noted that 
the liver was enlarged three fingers’ breadth below the 
right costal margin and the urine contained a trace of 
albumin with a pronounced bacilluria. Culture of the 
urine yielded a non-motile, Gram-negative bacillus with 
the cultural and fermentative reactions of the bacillus of 
Gartner. The child died eight days after admission to 
hospital. Histological examination of the liver showed 
that the parenchyma, which appeared spoilt and fatty, 
was studded with highly cellular areas, apparently due to 
“proliferation, real or apparent, of the bile ducts”. The 
cells in the bile ducts were partly polymorphonuclear and 
partly mononuclear leucocytes, whilst within the ducts 
were clumps of Gram-negative bacilli. Unfortunately no 
cultures were made from the bile ducts, but it was assumed 
that these organisms were identical with those isolated 
from the urine. 





Occasionally pustular eruptions and recurring 
skin infections may occur in Salmonella disease. 
Thus Smith and Scott‘ recorded the history of a 
female child, aged two years. 

This child had a pustule under the big toes and later 
developed an abscess of the left buttock which required 
incision. The child ran a temperature between 37-2° and 
38-9° C. (99° and 102° F.) for over six weeks, and at no 
time had any gastro-intestinal disturbances, although 
a positive result was obtained to the agglutination test to 
a titre of 1 in 100 against the bacillus of Gartner. 


Meningeal complications of Giartner’s infection, 
both primary and secondary, have been recorded 
infrequently. 

J. Smith®” observed a child, aged five weeks, who 
developed a meningitis, secondary to a gastro-enteritis of 
fourteen days’ duration. This- complication was obviously 
part of a septicemia, for at autopsy Gartner bacilli were 
recovered from the intestine, liver, spleen and the pus 
on the surface of the brain. 


Stevenson and Wills“ attended a baby, aged nine weeks, 
whose illness ended fatally after twelve days. The bacillus 
of Gartner was cultured from the cerebro-spinal fluid. At 
autopsy general edema of the brain with softening was 
noted, associated with thick yellow pus at the base of the 
brain distending the basal cisterns. On examination of 
the intestinal tract and other viscera no inflammatory 
lesions were discovered. 


Apparently this was a case of primary meningitis 
in which the site of entry was unknown. Another 
similar case was reported by Rieper™*) in an infant 
aged four months. In an analysis of cases of 
meningitis due to Girtner infection this writer 
stated that its occurrence was infrequent, but that 
if it did occur, it attacked mainly young infants 
and very rarely adults. 

Much work, especially on the Continent, has been 
done during the last few years into the methods of 
infection of human beings with Salmonella bacilli. 
Outbreaks of food poisoning can nearly always be 
localized to a definite source, but sporadic cases 
very frequently raise difficulties as to their cause. 
Rosenau“) has classified the sources of Salmonella 
infection under the following four headings: 

1. Diseased animals. Ante mortem infection may 
occur during life in cattle that suffer from puer- 
peral fever, umbilical infections (especially calves), 
uterine inflammation, septicemia, diarrhea and 
local suppuration. As a result, the milk or meat of 
such an animal may contain the Gartner or closely 
allied bacilli. 

2. Healthy animals. Post mortem infection of 
milk or meat may result from the hands or instru- 
ments of a butcher who has just handled diseased 
carcasses. 

3. Human carriers. Human carriers are very 
rare in Salmonella infections. 

4. Rats and mice. The common grey rat may 
harbour Bacillus suipestifer and Bacillus enteritidis 
and thus act as a carrier. 

To the above four groups there must now be added 
a fifth, which has been recently investigated, 
especially in Germany, and which has been 
attributed to the consumption of duck eggs. Each 
of these five groups will now be discussed, 
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The type of infection seen in the first group is 
well illustrated in the numerous outbreaks of the 
disease in which the infection of the vehicle, usually 
milk, has been traced back to a cow suffering from 
Salmonella infection and passing the bacilli in its 
milk. Thus an outbreak due to Bacillus enteritidis 
in Aberdeen during July, 1925, was due to this 
cause. The bacillus was isolated from the milk, the 
flesh and the mammary gland of this cow, which 
suffered from an indurated udder and later from 
septicemia. The infection was transmitted directly 
to the milk. Savage) has records of six food 
poisoning outbreaks spread by milk, in which the 
Salmonella strain was recovered from a diseased 
cow, four being due to Bacillus enteritidis, one to 
Bacillus aertrycke, and one to a type not clearly 
defined. Apart from milk, meat foods are respon- 
sible for outbreaks, and thus the term meat 
poisoning has also been applied to this disease. 
Usually the meat has been prepared in the form of 
brawn, meat pies, sausages or mince. The greater 
the amount of handling and the longer the time 
intervening between its preparation and consump- 
tion, the greater the opportunity for the bacteria 
to multiply. In 112 British outbreaks of food 
poisoning Rosenau“? noted that 90 were due to the 
eating of flesh foods, mainly brawn, meat pies, pork, 
ham and beef. It is of great interest that the meat 
of the pig and ox are usually responsible, while 
infection arising from the flesh of sheep is very 
rare. 


Probably the majority of these cases are due 
to the consumption of raw or imperfectly cooked 
foods infected with Salmonella bacilli, or to eating 
of portion of the same food which has been allowed 
to stand. 

The possibility of 
healthy animals that have been infected at the time 


infection occurring from 


of their slaughter, is not very great. However, the 
possibility of fecal contamination or infection from 
human carriers must be considered. 

In the third group the question of the disease 
being transmitted by human carriers is raised. 
Rosenau”® states that such a method of trans- 
mission of Salmonella enteritidis is unknown, but 
that carriers of other forms of Salmonella infection 
may be responsible for the disease. According to 
Perry and Tidy,“”) who investigated a series of 
forty-four cases in an outbreak of food poisoning 
due to Bacillus aertrycke, persistent carriers of 
Salmonella infections do not occur. As far as pos- 
sible, during this outbreak, daily stool examinations 
were made, with the result that after three weeks 
60% were still positive, after four weeks 33%, and 
after six weeks only 6%, whilst at the end of the 
seventh week in only two cases were positive results 
obtained. These observers stated that case-to-case 
infectivity was rare, although there was a risk of 
direct human infection if the sufferer soon after 
recovery handled foodstuffs. 

Rosenau in his fourth group records that rats 
and mice frequently suffer from Salmonella infec- 
tions, may act as carriers and can therefore be 
responsible for outbreaks of food poisoning. The 





food may thus become infected from the feces ani! 
urine of rats and mice. Such an infection is liable 
to occur in slaughter-houses, butcher shops, dairies, 
during transportation of foodstuffs, and in the 
home. Salthe and Krumwiede'* recorded an out- 
break in New York, where fifty-nine persons became 
ill after eating cream-filled cakes and éclairs. 
Salmonella bacilli were isolated from left-over 
samples of these foods, whilst from rodent excreta 
found on two storage shelves and from one sample 
the organism, namely, Bacillus aertrycke, respon- 
sible for the outbreak was cultured. A similar out- 
break in 1928, affecting ninety people who ate crean 
filled pastries, was described by D’Aunoy.“® Cu! 
tures were made from the cream-filling of two of 
these pastries returned by customers, and also from 
scrapings secured from the container in which the 
remnant of cream had been stored overnight. 
Organisms, identical with Bacillus enteritidis cul. 
turally and serologically, were grown. This same 
organism was also isolated from rodent excret: 
found in the bakery, as well as from the intestinal 
tract of three of fifteen mice trapped in the building. 
As no evidence of any Salmonella disease was 
present in the food-handlers, as determined by cul- 
tural tests of the feces and by the agglutination 
reaction, it was considered a possibility that the 
infection originated from the rats and mice in the 
bakery. In an examination of 177 mice, Zwick ani 
Weibel’® found that 28 were carriers of Bacillus 
enteritidis, thus indicating the risk of contamination 
of foodstuffs with the excreta of these rodents. 


Within the last five years numerous reports of 
food infection following the eating of duck eggs. 
either consumed raw or imperfectly cooked, have 
been published. The water-fowl is a more common 
earrier of enteritis bacilli than the hen, in which 
it is rarely found. The latter finding also applies to 
the eggs of pigeons, although the Salmonella 
organisms have on occasions been recovered from 
their feces. Clarenburg‘’) in 1932 found a prob- 
able Salmonella infection due to the use of pigeon 
eggs in a pudding. In Germany, duck eggs are 
frequently used in the making of potato salad, 
mayonnaise, puddings, mince meat, and are occasion- 
ally eaten fried. Hohn and Hermann‘) stated in 
a recent article that in all patients who suffered 
from Gartner infection during 1933 in Essen. 
Germany, there was a history of the consumption of 
duck eggs. Fiirth and Klein‘) in 1931 noted that 
seventy persons in a hospital in Diisseldorf, 
Germany, became ill after eating a vanilla pudding 
which had been prepared with the addition of eiglt 
duck eggs. The whites of these eggs had been 
whipped to a snow, spread on the hot pudding an: 
later mixed with it. In this manner of preparation 
the Gartner bacilli had a great chance to multiply 
in the pudding. Hohn and Hermann have show) 
that Gartner bacilli can be isolated occasionally 
from the interior of duck eggs and also from the 
shell. The question then naturally arose: how di: 
this infection develop. Pallaske‘*) reported that 
in April, 1930, drakes on a farm near Leipzig died 
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at intervals of four to five days. On post mortem 
examination of two of them, the epicardium was 
covered with numerous hemorrhages and both 
testicles were acutely inflamed and were heavily 
infected with Salmonella enteritidis, which was also 
cultured from the liver, spleen and heart blood. A 
little later, on the same farm, three ducks died, 
and from these the same organism was isolated on 
culture. On post mortem examination the ovaries 
showed a shrinkage of the follicles with a thickening 
of their contents, and in two the oviducts were 
inflamed. Pallaske concluded that reciprocal infec- 
tion of the animals occurred during mating, and 
that if the eggs were hatched, the young survivors 
became carriers of the disease. In these cases the 
Salmonella bacteria were deposited in the interior 
of the egg in its process of formation, whilst all 
the other organs in the animal were free of the 
infection. Beller and Reinhardt‘) found that only 
1% of 1,500 duck eggs harboured Salmonella bacilli, 
and came to the conclusion that the risk of poison- 
ing from this source was therefore minimal. Another 
way in which duck eggs might become infected was 
by the deposition of Gartner bacilli on the shell of 
the egg as it was passing through the cloaca of 
carriers. Should the shell not have been thoroughly 
washed before use, these bacteria could infect the 
food. This method of infection appeared to be most 
unlikely, for Haffke®® failed to find Bacillus 
enteritidis in the feces of 390 ducks. 

The diagnosis of Salmonella infections is usually 
easy and may be suspected from a history of eating 
tainted food which is followed by symptoms sug- 
gestive of acute gastro-enteritis. Confirmation of 
the diagnosis is obtained by isolation of the causa- 
tive organism from the feces and occasionally in 
certain cases from the blood stream, urine and 
sputum. In food poisoning outbreaks the organism 
isolated from the suspected food may be identical 
with that recovered from the body. Agglutination 
tests of blood serum are very helpful, and low 
titres are usually diagnostic, since it is extremely 
rare to find positive reactions against these 
organisms in normal individuals. Finally, if the 
organism can be isolated from the blood stream or 
feces, specific agglutination tests can be carried 
out against the patient’s own serum. In epidemics 
the diagnosis is usually easy and is suspected from 
the illness of numerous people with acute gastro- 
enteritis after the ingestion of a certain food; in 
sporadic cases, a positive diagnosis may be made 
only by the aid of cultures and agglutination tests. 


Case History. 


The history of a patient who presented all the 
characteristic features of a Salmonella enteritidis 
infection and who recovered from a very severe 
illness complicated by septicemia and a pulmonary 
abscess, is as follows. 

S.T., a farm labourer, aged thirty-two years, was 
admitted to the Royal Melbourne Hospital on September 
25, 1936. Six days previously, whilst in perfect health, 
he was seized with severe griping pains in the abdomen 
and had frequent bowel actions, which contained foul- 
smelling material and mucus, but no blood. Shortly after- 








wards he vomited. During the next two days these symp- 
toms persisted, and since his general condition was 
deteriorating he was admitted into a country hospital, but 
showed no response to treatment. Two days before entry 
into the Royal Melbourne Hospital persistent hiccup 
developed and greatly interfered with sleep. Anorexia 
had been present since the onset of the illness, and intense 
thirst and hunger for several days. A rapid loss of 
weight had occurred. 

Examination on admission showed a young man with 
dehydrated skin and sunken eyes, who looked very toxic 
and was hiccuping frequently. The temperature was 
355° C. (96° F.), the pulse rate was 82 in the minute, 
and the respiratory rate 22. The pulse was regular and 
thready, whilst the systolic and diastolic blood pressures 
were 80 and 60 millimetres of mercury respectively. The 
tongue was dry and covered with a thick brown fur. 
Neither petechial spots nor skin rash were visible. The 
abdomen, which moved freely with respiration, was 
“sunken” but showed no tenderness or rigidity. The spleen 
was not palpable. Examination of the other organs of 
the body disclosed nothing abnormal. 

The immediate treatment consisted in the application of 
warmth and the administration of fluids orally, and by 
the continuous intravenous drip method. . By the latter 
route, within nine hours of admission, 1-4 litres (two and 
a half pints) of glucose (5%) and saline solution had 
been given; in twenty-four hours, 3-4 litres (six pints) ; 
and in thirty-six hours, 4-5 litres (eight pints). Owing to 
the hiccuping, this method was persevered with for eight 
days and was finally discontinued because clotting 
occurred in the veins of the legs. Blood culture on admis- 
sion revealed Bacillus enteritidis (Gartner), which was 
agglutinated to a titre of 1 in 1,280 by the patient’s serum. 
On September 27, 1935, vomiting had ceased, but hiccuping 
persisted. Fluids were now well taken by mouth. The 
feces were foul-smelling and green, but contained no 
blood. A friction rub was present at the base of the 
left lung. There was a leucocytosis of 31,000 cells per 
cubic millimetre. On examination of the feces with 
Gram’s stain, Gram-negative bacilli, Gram-positive bacilli, 
Gram-positive oval diplococci and fairly numerous short- 
chained streptococci were present. Bacillus enteritidis of 
Gartner, isolated on culture, was agglutinated by the 
patient’s serum to a titre of 1 in 1,280. Four days after 
admission to hospital the patient appeared less well and 
more dehydrated. Agglutination tests repeated on October 
1, 1935, showed that the serum agglutinated Bacillus 
enteritidis (“H” and “O” agglutinins) to a titre of 
1 in 1,280 and Bacillus typhosws (“O” agglutinin) to 
1 in 640. No agglutination occurred with Bacillus para- 
typhosus A and B, and Brucella abortus. Bacillus 
enteritidis of Gartner and Bacillus typhosus both contain 
a common “O” antigen which accounts for the agglutina- 
tion with Bacillus typhosus. Twelve days after the 
patient’s admission to hospital (October 7, 1935), the 
temperature had risen to 39° C. (102-2° F.) and the pulse 
rate was 114 per minute. The percussion note was dull 
in the right axilla and at the right base, with bronchial 
breathing and crepitations over this area, findings 
typical of pneumonia. On October 10, 1935, although the 
patient’s condition appeared to be improved and the 
bowel actions were normal, he was coughing up fetid 
sputum in large quantities, suggestive of pulmonary 
gangrene. The signs in the chest were unaltered. The 
sputum showed many small Gram-negative bacilli, Gram- 
positive diplococci and short-chained streptococci to be 
the predominating organisms. Large numbers of neutro- 
phile leucocytes with some lymphocytes and monocytes 
were present. No tubercle bacilli were seen. Culture 
revealed Bacillus enteritidis of Gartner in large numbers, 
as well as Bacillus proteus and green streptococci. The 
temperature kept on swinging from 36-6° to 38-5° C. 
(98° to 101-4° F.). The patient still looked very toxic, 
and on October 13, 1935, there was still marked dulness of 
percussion note at the base of the right lung. Thirteen 
cubic centimetres of thick, offensive, greenish, blood- 
stained pus were aspirated from the base of the right lung, 
presumably from a pulmonary abscess. Large numbers 
of Gram-negative bacilli of variable size, some Gram- 
positive short-chained streptococci, and a small number 
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of Gram-positive bacilli were seen in a smear of this pus. 
On culture, Bacillus enteritidis of Gartner, Bacillus coli 
and small numbers of green streptococci were grown. An 
X ray picture taken.on October 14, 1935, showed consoli- 
dation in the lower lobe of the right lung, with the maxi- 
mum density at the base medially. The costo-phrenic 
angles were clear, and a diagnosis of pulmonary abscess 
was suggested. Postural drainage on a table twice a day 
was instituted along with the inhalation of Lee’s mixture 
on a Burney Yeo mask. On October 17, 1935, the percus- 
sion note was still very dull at the right base, with 
diminished breath sounds at its upper level, whilst lower 
down bronchial breathing and crepitations were heard. In 
addition, gross infection of the aspirating needle tract 
had occurred. The urine was also loaded with pus cells 
and bacilli, but unfortunately cultures were not made. 
Aspiration of the chest on October 20, 1935, yielded forty 
cubic centimetres of thick pus, presumably from a lung 
abscess. Another X ray picture of the chest, taken on 
October 22, 1935, showed that since the previous examina- 
tion some resolution of the consolidated area at the right 
base had occurred, but there was no evidence of any 
abscess cavity nor of any fluid in the pleura. Definite 
improvement took place, for the patient now expectorated 
diminished quantities of less offensive sputum and felt 
much stronger, whilst the appetite increased and there 
was a gain in weight. 


On November 9, 1935, a small hemoptysis occurred; 
examination of the lung showed a dull percussion note at 
the right base, with diminished breath sounds, vocal 
fremitus and resonance. Another X ray picture of the 
lungs showed a large area of density occupying the medial 
two-thirds of the lower lobe of the right lung, but no 
abscess cavity was seen. The sputum, which had lessened, 
still contained Giartner bacilli. The patient was allowed 
to sit out of bed on November 12, 1935, forty-eight days 
after his admission to hospital. Reexamination of the 
chest, on November 23, showed almost complete resolution, 
whilst another X ray picture of the lungs, on November 27, 
showed slight dulness medially and posteriorly in the 
lower lobe of the right lung. The film showed the area 
of density at this site to be smaller, with a few more 
translucent areas, but no definite abscess cavity. The 
patient was discharged on December 14, 1935, seventy-nine 
days after admission to hospital, feeling perfectly well 
and having gained 6-3 kilograms (one stone) in weight 
during the previous five weeks. All signs of the Salmonella 
infection had disappeared, for three tests of his feces had 
failed to reveal any of these organisms, and two attempts 
to obtain culture from the sputum had been unsuccessful 
during the last three weeks. When last seen, ten weeks 
after his discharge, the patient felt very well, had gained 
another 9-5 kilograms (twenty-one pounds) and was back 
to his normal weight. 














Comment. 


The above case presented the clinical picture 
usually seen in food poisoning, namely, an acute 
onset of pain in the upper part of the abdomen, 
associated with diarrhea, vomiting and rapid 
dehydration. In addition, septicemia developed, 
soon followed by a right basal pneumonia. Symp- 
toms suggestive of pulmonary suppuration then 
occurred, for large quantities of offensive sputum 
were expectorated. At no time did the X ray 
pictures of the lungs show a pulmonary abscess, 
although on two occasions an aspirating needle 
obtained pus from the base of the right lung. The 
diagnosis of Salmonella enteritidis was made from 
positive cultures of these bacilli from the fzces and 
blood, and also on several occasions from the 
sputum expectorated and the pus aspirated. In 
addition, there was a high agglutination titre 
against this organism. 

Both complications observed in this patient are 
unusual. In the recorded outbreaks of food poison- 


ing the mortality has been low, for the majority of 


patients develop no complications. Thus in the 
outbreak recorded by D’Aunoy™® all the patients 
recovered ; whilst in the Aberdeen outbreak in 1925 
only one death occurred among 497 persons. The 
height of the mortality varies with the type of food 
eaten; probably the Salmonella organism produces 
less powerful toxins in milk than in other foods. 
In canned foods, toxins and not living organisms 
may be present, for here the incubation period is 
usually shorter, often only several hours, and a more 
severe form of infection develops. Savage ® 
reported that in seventeen British outbreaks, 
affecting altogether 3,050 persons, the majority of 
whom had Salmonella infections spread by milk, 
there were six deaths (0:2%); whilst in ten out- 
breaks arising from the consumption of brawn or 
potted meats and affecting 449 persons, there were 
twelve deaths (2:9%). Thus food poisoning due 
to the latter articles of diet was fifteen times more 
fatal than after the ingestion of infected milk. 
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The source of the Salmonella infection in this 
patient has given rise to speculation. At the time 
of his illness he lived alone about forty miles from 
Melbourne and was engaged as a farm labourer. 
Till the sudden onset of his illness two hours after 
breakfast his health had been excellent. This meal 
consisted of ham, brown bread and two very lightly 
fried duck eggs. The eggs had been purchased 
locally on the previous day. Neither canned food- 
stuffs nor fresh milk had been consumed for some 
time, and no duck eggs for two years. That the ham 
and bread were not the likely source of the illness 
was suggested by the fact that all his foodstuffs 
were stolen when he left for admission into hospital, 
and yet, so far as is known, no similar illness 
developed in the district. Although there is no con- 
clusive proof, it is probable that the infection was 
due to the duck eggs being insufficiently fried to 
destroy the Salmonella bacilli. 


Many cases of Salmonella infections are mistaken 
for simple gastroenteritis, typhoid and para- 
typhoid fevers. Thus Rosher and Wilson“ reported 
a sporadic case of fever which ran a typical typhoid 
course, but which was shown by the agglutination 
test to be due to Bacillus enteritidis. Hamilton” 
described an illness that closely resembled psitta- 
cosis from its course and also from the patchy dis- 
tribution of the pneumonic signs. Botulism also 


enters into the diagnosis; but in this affection con- 
stipation is usually the rule, prostration is marked 


and out of all proportion to the apparent lesions, 
whilst paralyses develop rapidly. McNee, during 
the Great War, on several occasions recovered 
Bacillus typhosus and Bacillus paratyphosus B 
from the sputum in infections in which bronchitis 
and bronchopneumonia were the outstanding 
features. The possibility of Salmonella infection 
should be considered in any obscure fever, even 
though there has been no gastro-intestinal upset; 
and consequently it appears essential to have 
agglutination tests done against this group. 


In the prophylaxis of food poisoning careful 
attention must be paid to the prevention of infec- 
tion of foodstuffs with organisms of the Salmonella 
group. The food must come from healthy animals. 
No infection should occur during its handling and 
preparation, and consequently persons recently 
infected or acting as carriers should not be employed 
in such occupations. In addition, such foods as 
canned meats, brawn and sausage should not be 
kept long exposed before being eaten. Miessner and 
Késer’*®) have suggested the following means of 
protection from infected duck eggs. 


1. Thorough cooking of duck eggs. Raw or half- 
cooked eggs, insufficiently cooked poultry flesh or 
pastes should not be eaten. According to Schaaf,‘?®) 
it requires boiling for eight minutes to destroy 
Bacillus enteritidis in the interior of duck eggs. 


2. Legislation for the selling of these eggs. This 
involves regular inspection of the ducks, together 
with agglutination tests. Ducks with an agglutina- 
tion titre of 1 in 75 or higher should be rejected, | 





whilst any that die should have their feces examined 
for Salmonella bacilli. 

3. Careful breeding, which involves the use of 
both healthy animals and non-infected eggs. 

4. Cleanliness of the enclosures, grounds and 
pools. Regular disinfection of the living quarters 
of the ducks. 

Once the disease has developed, active treatment 
is essential. In the early stages the removal of 
toxins from the body is important, and this can be 
done by the use of emetics and purgatives. 
Rosenau“) recommends the use of castor oil or 
calomel for this purpose, but sodium sulphate in 
drachm doses at frequent intervals serves equally 
well. For the relief of pain, local applications to 
the abdomen and even injections of morphine may 
be necessary. When dehydration is present, fluid 
in large quantities must be given freely. In the 
absence of vomiting, fluid can be taken by mouth, 
but, if present, or if more urgent administration is 
essential, it can be given rectally, subpectorally or 
intravenously by the drip method. Administration 
by the intravenous route, continued for eight days, 
undoubtedly saved the life of this patient. Other- 
wise treatment is mainly symptomatic. As far as 
is known, no specific treatment has been evolved; 
this is perhaps partly due to the rarity of the 
disease and also to the benign type of case that is 
usually seen in outbreaks of food poisoning. 


Summary. 

1. Sporadic cases of Salmonella infections may 
not be correctly diagnosed unless agglutination 
tests are done. Occasionally these infections develop 
without producing any disturbance of bowel 
function. This has happened in infants and young 
children in whom the meninges have been affected. 

2. A case of Salmonella infection due to Bacillus 
enteritidis of Gartner is fully reported. The typical 
onset with symptoms of acute gastro-enteritis was 
soon followed by septicemia, and on the eighteenth 
day of the illness a right basal pneumonia developed. 
From the severity of the illness and the amount and 
offensiveness of the sputum the diagnosis of sup- 
puration of the lung was suggested. By para- 
centesis thoracis on two occasions thick pus was 
aspirated from the lower lobe of the right lung. 

3. The diagnosis was made by the recovery of the 
Bacillus enteritidis from the blood stream and 
feces, and later from the sputum and the pus 
aspirated from the right lung. In addition there 
was a positive agglutination response of this 
organism, isolated from both feces and blood 
stream, to the patient’s own serum in the high titre 
of 1 in 1,280. 

4. In obscure febrile illnesses it therefore appears 
essential to do the agglutination reaction against 
the Salmonella group if the common tests against 
the typho-colon and the Brucella group should fail 
to yield a reaction. McNee has also suggested that 
sputum examination and culture may in such cases 
occasionally be diagnostic. 

5. The various ways of becoming infected with 
these organisms have been described. It has been» 
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suggested that the eating of infected duck eggs, 
either semi-raw or insufficiently cooked, may act as 
a source of Salmonella infections, as recorded in 
numerous outbreaks in Germany. Although no 
definite proof of the source of infection in this 
patient was discovered, it appeared most likely to 
have been due to eating two lightly fried duck eggs 
two hours before the sudden onset of the illness. 


6. Early treatment is mainly eliminative; once 
dehydration sets in, adequate administration of 
fluids is indicated. In the case recorded in this 
paper, fluid given intravenously by the continuous 
drip method for eight days undoubtedly saved the 
patient’s life. In spite of a subsequent stormy 
course from septicemia and a severe lung compli- 
cation, the patient recovered completely. 


7. The prophylaxis of this infection has been 
discussed briefly. 
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METROPOLITAN AND RURAL INCIDENCE AND 
DISTRIBUTION OF ACUTE RHEUMATISM 
AND RHEUMATIC HEART DISEASE IN 
NEW SOUTH WALES. 


By Kempson Mappox, 


Marion Clare Reddal Scholar, University of 
Sydney, 1935-1936. 


(From the Department of Medicine, 
University of Sydney.) 


Part III. 


Tue DistTRIBUTION OF RHEUMATIC FEVER IN THE 
METROPOLIS OF SYDNEY. 


As rheumatic fever is unfortunately not a notifi- 
able disease, it is impossible to make an exact 
estimate of its distribution within the city of 
Sydney. The common experience of all observers 
has been that it is almost entirely a disease of the 
public hospital class of citizen. Thus G. F. Still 
found the incidence in his public hospital patients 
to be 13:1% and in his private practice to be 0-7%. 
The records of the larger general hospitals of 
Sydney have therefore been examined to determine 
from which quarters the admissions for acute 
rheumatism have been drawn (Map I, Part I). It 
is seen at once that the slum areas and others most 
heavily populated (Map I) by members of the 
public hospital community provide most of the 
eases. The slums, however, in no sense approach 
the character of those in the poorest parts of the 
larger European cities. The total number of 
patients plotted in this way amounted to 800. 
Map II is part of a “spot map” of the peri-hospital 
industrial area surrounding the neighbouring 
institutions, the Royal Prince Alfred Hespital and 
the Royal Alexandra Hospital for Children. It 
forms part of a completed city map, too large for 
publication. Similar maps have been prepared fo 
Birmingham, Bristol, and the Paddington sub- 
division of London. They show a relationship 
between the sites of known underground water 
courses and drdins and of houses from whicli 
patients with acute rheumatism sought entrance to 
the public hospitals. 

The elevation of the suburbs of Sydney is seen 
in Map III. It will be seen that the lowest lying 
areas are in the neighbourhood of Botany Bay, 
Rose Bay and Blackwattle Bay. Elsewhere the fore- 
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shores are elevated and often steep. The elevation 
of the peri-hospital area is 0 to 100 feet above sea- 
level. The dotted areas in Map I, Part I, are those 
which, the Water and Sewerage Board states, hold 


Map I. 
Distribution of population in Sydney. The peri-hospital 
area referred to surrounds the isolated clear area seen in 
the densest part of the stippling, which is University Park. 


ground water, wherein dug trenches soon contain 
seepage water. Saucer-shaped depressions, however, 
occur in many other situations, including those 











Part of spot map of Sydney. Surroundings of neighbouring 

institutions, Royal Prince Alfred Hospital and Royal 

Alexandra Hospital for Children, showing the site of houses 

from which patients with rheumatic fever were admitted to 
hospital. 


under particular consideration here, in the lowest 


parts of which rain water may remain for some 


time. Some information was forthcoming from the 
local municipal authorities as to the known damp 
areas in their territory, and a few of these have 
been shaded in Map II. Some of these areas are 











the sites of old watercourses. The areas marked do 
not represent all such situations, nor the site of 
houses condemned for damp. The question of rain- 
water is also considered (Charts I and II). It is 


Ia /\ 


July - June..¥20-30T930-1 Jo31-2 1932-5 1935-4 1934-5 
YEARS. 


Cuart I. 


Relationship between annual rainfall in Sydney and admis- 
sion of patients with acute rheumatism to the Royal 
Alexandra Hospital for Children. No correlation is apparent. 


Rheumatic Admissions (R.A.HIC.) 


annual rainfall (inches), Sydney. 








necessary to show only a five-year period to demon- 
strate the absence of correlation between rainfall 
and the incidence of rheumatic fever (Chart I); 


es ee 








res. wa. are. maY 
Bore. 
CuartT II. 
Relationship between admissions for acute rheumatism and 
damp in Sydney, expressed according to coincident figures 
for rainfall and sunshine oe per month over a ten-year 
per . 


while Chart II shows no relationship between hos- 


pital admissions and damp, expressed as decreased 
sunshine and increased rainfall. 
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A superficial external inspection was made of 
some of the areas which, from our spot map, 
appeared to be “nests” of rheumatism. With some 
exceptions, the houses were of the poorest type and 
of a grade inferior to those usually occupied in 
this country by members of the artisan class. Some, 





Many of these houses were of the worst slum type, 
old and dirty, the paint having long since peeled 
off. The majority were part of terraces, two stories 
in height, and about half were in narrow streets or 
lanes. Many others, however, were better kept and 
were placed on the side of hills on dry earth. 


500: 75 Ml 


150-30] 
100-250L—] 
0-100 
Marsh 


The 50 conlour @ else shown 


cco — Feet Miles 


GENERAL RELIEF, SYDNEY 


Map III. 
General relief map of Sydney. 


for example, in Wells Street, Darlington, and 
Fowler Street, Camperdown, lay in relatively low 
areas, at the feet of hills and in saucer-shaped 
depressions. Though no rain had fallen for two 
or three weeks, the ground was obviously quite 
damp, with occasional puddles, while the floors of 
the houses appeared to be flush with the earth. 





The effect of damp in this city is less complicated 
by other debilitating factors, such as lack of sun- 


light and proper food. Certainly some of the streets 


visited were narrow and sunless, but the children 
are provided with sunny playing areas and attend 
kindergartens and schools where a sufficiency of 
sunshine and rest is attended to. 
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Malnutrition does exist to a debatable degree, but 
it in no way approaches that seen in London or 
New York. Avitaminosis, especially occult rickets, 
is prevalent in children under two years of age, 
but is decreasing. The problem of damp in relation 
to rheumatism could be more easily studied here, 
but any conclusion, to be final, would require the 
efforts of a public commission with adequate time 
and authority. Tonsillitis and enlargement of the 
faucial lymphoid ring are unfortunately as common 
here as anywhere else. In a personal communica- 
tion, Reginald Miller, a world authority on the 
question, states: 

I have always thought that in most cases the environ- 
mental factors centre round those producing chronic 
tonsillitis. In England I think that damp dwellings have 
a good deal to do in this way, repeated colds, etc., affecting 
the throat permanently. In Australia quite a different 
set of circumstances might produce the same condition of 
the throat, e.g., dust. One would hardly expect damp to 
be of importance with you. If you could get some idea 
of these factors it would be immensely helpful. Also, for 
instance, if you found that throats had much less to do 
with the disease with you than here, it would be of great 
interest and might lead to tracking down the other routes 
of infection, e.g., bowel, more clearly than we can do here. 


The effect of dust has not been especially con- 
sidered in this investigation. It will be seen from 
Chart II, however, that the dusty summer months 
produce a slightly higher average number of 
instances of acute rheumatism than the colder 
winter months, but that no true seasonal tendency 
is observable, as in London or New York. During 
the particularly dry summer of 1930-1931 there was 
no appreciable falling off in the admission rate 
for acute rheumatism (Chart I). 


Turning to Map II, it will be seen that there is 
no proper correlation between allegedly damp areas 
and a house or street occurrence of rheumatic fever. 
Some patients have been drawn from known damp 
areas in Darlington, Enmore and Annandale. 
Fowler Street, Camperdown, one block of Harris 
Street, Ultimo, Caroline Street, Redfern, Wells 
Street, Redfern, and Ivy Street, Darlington, each 
contain three contiguous, closely-placed residences 
from which affected children have been admitted to 
hospital. Of these addresses, Fowler Street is the 
only one adjacent to a damp area with which the 
local authority has acquainted us. Damp areas in 
Surry Hills are not associated with the addresses 
of rheumatic subjects who have sought in-patient 
attention. Sydney Hospital and Saint Vincent’s 
Hospital, which serve the low-lying areas in the 
eastern and south-eastern suburbs (Map I, Part I), 
where permanent ground damp is stated to be 
highest, do not reflect in their records a high per- 
centage of rheumatic patients from these localities. 
South Sydney Hospital, however, actually situated 
in this area, has the highest admission rate for 
acute rheumatism of any hospital for adults 
considered. 

The only conclusion possible is that, while damp 
may well be a factor in the production of acute 
rheumatism even in Sydney, it is not the only one, 








nor even the main one concerned, since many 
patients came from houses on dry hillsides and 
houses well built up from the ground. As else- 
where, the patients belong to the poorest quarters 
of the city, where economic curtailments result in 
a general lowering of resistance to all types of 
infections. 


Carey Coombs, who saw the problem of rheu- 
matism in Bristol more clearly than most, referring 
to rheumatism as an urban disease, has said: 

I can find nothing to warrant this except that group of 


conditions with which we are all too familiar under the 
name of poverty. 


He failed to find any relationship between 
rheumatism and damp in Bristol, a town of water- 
ways, covered and uncovered. Bristol is, like 
Sydney, a city of steep hills and considerable varia- 
tion in altitudes. The nature of the geographical 
formation there did not seem to have any influence 
on the incidence of the disease. 


Coombs mentions shortage of food, lack of sun- 
light and deficiency of fresh air as possible 
features, but considers that the possibility of 
fatigue as an important factor has not been suf- 
ficiently emphasized... He refers to the well- 
established relationship between nervous factors 
and the onset of chorea, and the value of rest as 
an anti-rheumatic weapon in the _ established 
disease. This may help to explain best the con- 
trast in incidence the world over amongst the poor 
and the well-to-do. The children of the poor are 
more often out later at night and earlier in the 
morning, and their hours of sleep are fewer than 
those of the more well-to-do. These factors are 
much more damaging in childhood and adolescence 
than in adult life, as was shown by the low 
incidence of rheumatic fever among combatants in 
the World War. 


Summary. ® 


A spot map has been prepared of the city of 
Sydney, showing the situation of all houses from 
which cases of acute rheumatism have been admitted 
to the main metropolitan hospitals. It has been 
found that by far the-majority of patients came 
from the poorer industrial quarters of the city, and 
very few from the better-class suburbs. No definite 
relationship to known areas of damp, either ground 
damp or poorly drained areas, could be established. 
Patients with acute rheumatism were admitted to 
hospital from contiguous or neighbouring houses. 
Other possible causative factors, apart from damp, 
such as tonsillitis, dust, deficiency of vitamins, and 
fatigue, are briefly discussed. 
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THE ORTHOPTIC TREATMENT OF SQUINT: ITS 


LIMITATIONS AND A VINDICATION. 


By E. Tempte Smitu, D.O. (Oxon), F.R.C.S.E., 
F.R.A.CS., 


Sydney. 


NINETEEN years ago I published a paper in this 
journal”) on the treatment of squint. I said then: 


The means of treatment open to us are: (i) Instillation 
of cycloplegics. (ii) Covering the good eye. (iii) Ambly- 
oscopic exercises. (iv) Glasses. (v) Operation. 


I see nothing there to alter. 


What has impelled me to write further is a paper 
by J. Bruce Hamilton’) in a December number of 
this journal, which fills me with indignation. While 
not dissenting from his main thesis, that one should 
endeavour to improve the vision of the squinting 
eye, I contend that there is nothing new about this 
idea. It has been advocated and practised for the 
last forty years. But when he writes about the 
pioneer of orthoptic training in England in the 
following terms, I feel that I cannot keep silent. 
I quote him: 

Although such great names as Donder, Javal, and 
Priestley Smith will always be associated with the early 
work on strabismus, yet these men had only a vague 
notion of the principles involved. [Italics mine.] They 
ordered glasses when they considered the child old enough 
to wear them; they sometimes operated with uncertain 
results, and sometimes advised the parents to wait until 


the child grew out of the condition. The squinting eye 
became amblyopic and remained so. 


Now Priestley Smith was the pioneer of orthoptic 


training for squint in England. I was his house 
surgeon at a time when the problem of strabismus 
was his predominant interest. He had recently 
visited Paris to see Javal, who was the originator 
of the educative treatment of squint in Europe, and 
whose views are set out in his “Manuel du 
Strabisme”, 1896. Priestley Smith, in his Bowman 
Lecture, “On the A®tiology and Educative Treat- 
ment of Squint”, before the Ophthalmological 
Society in 1898, acknowledged his debt to Javal, 
and proceeded to discuss in great detail his methods 
of orthoptic training. I have the reprint, of forty- 
seven pages, before me, and shall quote a few 
excerpts which will controvert Dr. Hamilton’s 
aspersions on the knowledge and practice of one 
of the greatest figures in British ophthalmology. 


For the cure of strabismus, measures of three kinds 
are employed at the present day: optical, operative and 
orthoptic, or, as I should prefer to say, educative; the 
aim of this educative treatment being to lead the patient 
not merely to direct his eyes, but to use them in the 
normal way; to teach him the forgotten art of binocular 
vision. We combine these several lines of treatment 
variously according to the nature of the case before us 
and our own individual estimate of their value .... 
What is the value of the educative treatment of strabismus? 
That is the main question which I desire to raise. Until 
about two years ago I had myself attempted little in this 
direction. Since that time I have studied it so far as 
time and opportunity would permit, and in so doing I 





have received help from Dr. Javal, which I desire here 
gratefully to acknowledge. There are, of course, cases of 
squint in which binocular vision is recovered without 
special exercises of any kind, and others in which it is 
irrecoverable by any means whatever. The debatable 
ground lies between these extremes. 


He then describes his methods. He invented a 
pair of twin tubes, connected by thin chains, which 
he called “fusion-tubes”, for the detection of the 
presence or absence of fusion sense. To measure 
its width, if present, he devised the heteroscope. 
This is clearly the parent of Worth’s amblyoscope. 
As the initial test for fusion he used Snellen’: 
coloured glasses and disks, using them vertically as 
well as horizontally. He states: 


This test for binocular vision of an elementary kind 
seems to me to be a good one for practical purposes; it 
occupies not more than a minute or two and is applicable 
to young children. A child too young to read, but able 
and willing to count one’s fingers, one, two, or three, can 
by its means be tested for fusion with considerable 
certainty. For the sense of perspective—the higher 
development of binocular vision—I use Hering’s drop test. 


He then goes deeply into the nature and etiology 
of squint and of amblyopia; and his views on these 
aspects still hold the field. He had a great deal 
more than “only a vague notion of the principles 
involved”. His lecture should be reprinted. He 
next describes his educative methods—the same in 
principle as are used in the present day—with 
fusion tubes and heteroscope, occlusion, bar 
reading, and the stereoscope. He concludes: 


The old idea that the squinting child needs a little 
skilful cutting and nothing more is dying out. Most 
people know that glasses are often necessary. But that 
the child may require teaching, at some trouble, to use 
the squinting eye, is a new idea to many. It is easily 
grasped, however, and must be grasped if our efforts are 
to be effective ... I have used the word educative as a 
help in that direction . . . I am convinced that the principle 
is true and the method practically useful. Used, rarely by 
itself, usually in conjunction with other treatment, it 
promotes real as distinguished from apparent cures of 
squint, and gives the maximum security against relapse. 


And this is the man who, with Javal, is described 
as having “only a vague notion of the principles 
involved .. . and sometimes advised the parents to 
wait until the child grew out of the condition”. It 
is really enough to make him turn in his grave. In 
attempting this vindication of the memory and 
methods of the founder in England of the 
educative treatment of squint, I am performing no 
more than a pious—though evidently a necessary— 
duty. And I would remind the writer that there 
were giants in those days. 

While I have pen in hand I propose to make a 
few remarks on present trends in squint treatment. 

I do not wish to belittle Worth, who did yeoman 
service in promulgating and popularizing Priestley 
Smith’s methods, but I would point out that his 
chief claim to our regard in this connexion is in 
his having written a lucid and practical hand-book 
on the subject and having improved on Priestley 
Smith’s heteroscope with his well-known amblyo 
scope. This in its turn was superseded by the more 
elaborate synoptoscope, which requires an expert 
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for its effective use. What is new is the indis- 
criminaté and unintelligent use of orthoptic 
methods in the belief (apparently) that they alone 
will cure all squints. I think a larger experience 
will convince these people that this is an unduly 
optimistic view. 

The idea seems to be prevalent, not only among 
the self-styled optometrists, who are exploiting 
“eye exercises” for all they are worth, but among 
medical men, and even some oculists, that surgical 
intervention in squint is discredited, that it is now 
a thing of the past. This, of course, is a grave error. 
Orthoptic training alone, except in a very small 
percentage of cases, such as those of recent origin 
and those in which the deviation is under 20°, will 
not cure the squint. Operation is still required in 
nearly all convergent squints of over 20°, and in 
many of less than 20°, in all divergent squints of 
any size, and in congenital convergent alternating 
squints. Even in the most apparently favourable 
cases operation is often needed. I find that after 
patients have had orthoptic training for long 
periods and stereoscopic vision is established, I am 
sometimes asked to rectify by operation the remain- 
ing 10° or 15° of convergence, as binocular vision is 
not maintained away from the instrument. I have 
in mind, too, the nine-year-old daughter of a univer- 
sity professor, a very intelligent girl, who had a per- 
sistent squint of from 10° to 15°, in spite of °/¢ 
vision in each eye and stereoscopic vision with the 
synoptoscope after a long course of exercise. 
Operation was needed before she could use her 
binocular vision. Patients who are obviously not 
likely to benefit by orthoptic training, should have 
the vision brought to as high a degree of acuity as 
possible by occlusion and then should be operated 
on. Of the rest, an 
for the presence or not of abnormal macular corres- 
pondence. If this is present, orthoptic training is of 
very little use and operation Should be performed. 
Training can be continued afterwards if it is 
thought desirable. In this view I am supported by 
T. a’B. Travers, who has probably the largest 
experience of this branch of work in Australia, and 
whose Gifford Edmonds Prize Essay“) on the 
subject is well worth perusal. 


I should not be accused of lukewarmness towards 
orthoptie training in squint, since it was due to my 
initiative that the orthoptic clinic was established 
at the Royal Alexandra Hospital for Children. But 
experience has taught me, while convincing me of 
its great value in suitable selected cases and as an 
adjuvant to other treatment, that it has its limita- 
tions. Too much must not be asked of it. The 
selection of cases suitable for and likely to benefit 
by it can be made only by persons qualified by 
experience to do so; and most certainly not by lay 
people who are exploiting the method as a panacea 
and cure-all for squint. A pertinent letter appeared 
in this journal, over the name Kevin O’Day, dated 
= 7, 1936, which I shall venture to quote in 
ull. 


examination should be made 
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One of the most amazing developments in the revival of 
orthoptic training has been the handing over of a large 
part of the work to lay technicians. The profession has 
been stampeded into its present position by the misguided 
enthusiasm of a few workers, and apparently believes that 
in orthoptic training it has a new and efficient instrument 
for the treatment of concomitant squint. Despite all the 
recent work and the flood of new, complicated, and expen- 
sive instruments, the present position as regards treat- 
ment is no further advanced than it was thirty years ago. 
Squint has always been the Cinderella of ophthalmology, 
and while the surgeon light-heartedly delegates his 
responsibilities in the matter to the lay assistant it will 
continue to remain so. 

In so far as these remarks refer to the under- 
taking of orthoptic training by lay people, such as 
opticians, without medical control, I would endorse 
all that the writer of this letter says. But it may 
be pointed out that lay assistants are absolutely 
essential for the conduct of an orthoptic clinic. 
The work is arduous in the extreme and calls for 
much patience, time, and the possession of the right 
temperament. And so long as the clinics are under 
medical supervision and direction I consider that 
the introduction of the lay helper is a distinct step 
forward in the campaign of orthoptic treatment. 
Furthermore, I do not regard squint as being the 
Cinderella of our specialty. On the contrary, I 
think it is one of the most satisfactory conditions 
with which we have to deal. With precision of 
operation the squint is cosmetically cured; by 
occlusion we can improve or restore the vision in 
many cases; and by further persistence, in suitable 
types, we may get binocular vision. My only fear 
is lest, by indiscriminate, unintelligent and uncon- 
trolled use, a valuable therapeutic measure may be 
discredited. 

I shall conclude by repeating Priestley Smith’s 
words about educative treatment in squint, which 
are, like most of his dicta, as true now as they were 
when uttered forty years ago. 

Used, rarely by itself, usually in conjunction with other 
treatment, it provides real as distinguished from apparent 
cures of squint, and gives the maximum security against 
relapse. 
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Advancement of Science, I must at the outset, and 
not without some trepidation at the boldness of my 
title, state that I am sincere in my belief that 
this paper offers an approach, hitherto not 
adequately recognized, towards the amelioration, if 
not the elimination, of dental disease. 

Every one of you must realize the enormity of 
the problem of dental disease, the ravages of tooth 
decay, and the far-reaching effects of dental 
infection. The statistics, which you must know, 
and which you have already heard here, must appal 
you ; but when we view this problem dispassionately, 
we must admit that very little has yet been done in 
any logical way to combat this insidious and wide- 
spread disease. 

Although our knowledge is not complete, and 
despite the diffidence and caution against expressing 
conviction about this matter that one so commonly 
meets, I believe that enough is now known about 
etiology to enable us to direct our attack nearer 
to the source of this disease, far beyond the repara- 
tive or prophylactic efforts of the dentist. 

It is my earnest conviction that the physician, the 
family doctor, holds the key to prevention of dental 
disease. { do not say that by his efforts and advice 
alone this great menace to health can be eliminated, 
but I do say that by instituting within the every- 
day routine of general practice a definite campaign 
for educating patients in the precepts of preventive 
dentistry as a fundamental and vital part of pre- 
ventive medicine, he, the family doctor, has oppor- 
tunities not available to any .other section of health 
service for the safeguarding of community health. 

In his capacity of family health adviser he has 
unparalleled opportunity to advise and to insist 
on the building up of resistance to dental disease 
and on the maintenance of dental health as part 
of the health programme. Most important of all, 
he can make parents (either prospective or actual) 
realize that one of the greatest benefits with which 
they can endow their children, is a perfect dentition 
and a sense of personal responsibility towards it. 

For a long time dentists have been preaching: 
“Build strong teeth and keep them healthy”; but 
the full effect of this great health message has never 
been realized, because its protagonists, the dentists, 
have not the psychological opportunities to drive 
this message home that the physician enjoys. 


Because we know that maternal nutrition (both 
pre-natal and post-natal) determines the character 
and constitution of the deciduous dentition, thus 
paving the way for a normal and healthy second 
dentition, and because we know that the nutrition 
of the pre-school child determines the character and 
constitution of the developing second dentition, we 
must admit that the family doctor can be instru- 
mental in influencing women that they are respon- 
sible for the dental health of their children in 
their infancy, in their childhood, and as adults. 

As we believe that general health is greatly depen- 
dent upon dental health, the converse, of course, 
holds—for the sake of generations yet unborn, 





women must be impelled to think of the health of 
themselves and their children in terms of teeth. 

I feel that the family doctor himself can attack 
the problem by giving counsel to patients in three 
distinct directions. He can give pre-marital, pre- 
natal and post-natal advice. 


Pre-Marital Advice. 


I have purposely placed the pre-marital phase of 
this discussion first, for this is the period most 
productive of good in any general attack on the 
problem of the prevention of dental disease by the 
building up of sound and healthy dental structures. 
I believe that a pre-marital approach is definitely 
advisable; it only remains to tear away the veil 
of prudery in relation to health matters. 

At some time, most young couples, separately or 
together, consult their medical adviser prior to or 
shortly after marriage, and these people usually 
come to him either for advice concerning birth 
control or for advice concerning behaviour, and 
therein lies the doctor’s opportunity for commencing 
to preach a doctrine of health for the children that 
must be expected. 

Surely it is mere selfishness or lack of foresight 
on the part of the young bride not to consider from 
the very outset the health of her children-to-be. 

Although such organizations as baby clinics are 
doing excellent work in the community in educating 
young women concerning maternal, baby and child 
welfare, one cannot but feel that much educational 
work yet remains to be done. Often the advice 
these centres give is not obtained or applied soon 
enough, particularly from the dental aspect, for I 
think it is safe to say that in the majority of cases 
pre-natal dietary is not thought about until 
pregnancy is well advanced. 

How often do we hear the remark from mothers 
when deploring the state of their children’s teeth: 
“T did all the recommended things for baby’s teeth ; 
but see, they are all weak and chalky; there cannot 
be very much in all this teaching.” But to what 
extent were Nature and nurture coordinated in 
these cases, and how soon after conception did the 
mothers “get down to the job”? 

Naturally, women whose mode of life and general 
dietary are perfect from the dental standpoint do 
not need to take special precautions concerning 
maternal nutrition of the embryo and fetus at or 
before conception; but as, sadly, these women are 
in the minority, health precautions should be 
instituted as a routine measure at these critical 
stages in women’s lives, not only for their own 
good, but as a duty they owe to posterity. 

In this regard Weston Price has produced some 
interesting evidence of the extraordinary pre- 
cautions that certain native races take to ensure 
the health of their progeny. In some specific cases 
that he mentions, girls are not allowed to marry 
until seasonal conditions justify it, that is, the 
advent of spring, when the young and quickly 
growing grasses supply their cows with the elements 
of the highest vitamin content, so that their milk 
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has the optimum value; and then on marriage these 
young women are expected to become pregnant 
immediately. Their offspring are thus nourished 
under the best possible conditions. The post-natal 
nutrition of the babies is safeguarded also by the 
fact that these women, by tribal custom, are not 
allowed to become pregnant for another three years. 

Weston Price emphasizes that the physique of 
these people and their children offers abundant 
evidence for the wisdom of their domestic routine. 

If we will but take this as an example of some- 
thing that we know to be necessary for us, we shall 
have a better chance to build a good dental founda- 
tion on which the health of the individual through- 
out life may be maintained. 

Doctors can become crusaders when they realize 
the fundamental importance of these things and 
appreciate their signal opportunities to teach them 
to the people most immediately concerned—women 
of child-bearing age (young mothers and even 
brides-to-be when seeking advice before marriage). 


— 
Pre-Natal Advice. 


Having stressed in the preceding section the need 
for an early attack on the question of maternal 
nutrition, I shall here merely state again that if a 
pregnant woman, seeking advice, has not already 
commenced to watch her dietary, she should 
immediately be advised to do so. Great stress must 
be placed on the need for a tooth-building diet in 
terms of the argument already outlined. 

Naturally the physician and the expectant mother 
are more immediately concerned about the general 
welfare of the developing embryo or fetus, the 
general metabolism of the mother, the position of 
the embryo, and other immediate problems, perhaps 
to the exclusion of the aspect that I am attempting 
to bring before you. But ‘I wish to state again that 
this question is fundamental to the general health 
of the community; and as dental disease is one of 
the most widespread of present-day maladies, it 
surely becomes part of the physician’s essential 
responsibilities to take whatever steps are available 
to him to combat these conditions. 

Surely it matters not that there is still contro- 
versy over the actual causation of dental caries— 
whether it is caused by dietetic deficiency, genetic 
factors, endocrine imbalance or abnormal mechani- 
cal strain (the traumatic theory). We do know 
beyond question that nutrition is important, and 
maternal nutrition doubly important; so why 
should we deny available knowledge when it is 
needed just because we do not know all the facts— 
scientific no doubt, but scarcely humanitarian. 


Post-Natal Advice. 

Although the influence of the family doctor at 
the post-natal stage has perhaps less bearing on 
the dental problem than during the pre-natal period, 
I feel that during the pre-school period of a child’s 
life, encompassing as it does the period of the com- 
mencement of development of the germs of most of 


the permanent teeth, the family doctor has more | 





influence on the child than has the dentist. As the 
years advance, no doubt he loses touch to some 
extent, but in most households, particularly with the 
first or only child, he is constantly in attendance 
over all the minor crises that beset anxious parents 
at this time. It is here that the family doctor has 
opportunities to follow up his work during the 
previous period and to endeavour to impress on the 
household and on the child itself the importance of 
a healthy mouth as an integral part of a healthy 
body> He can here prepare the way for the dentist 
and create in the child’s mind an appreciation of 
dental health. I do not wish to suggest that he 
need in any way usurp the functions of the dentist 
in the teaching of oral hygiene, but I do wish to 
suggest that there are great possibilities for the 
cooperation of the doctor and the dentist, to the 
specific advantage of the child’s dental health and 
general well-being. 

One of the greatest hygienic problems of today is 
the lack of appreciation of mouth hygiene that is 
most noticeable in children. 

Countless parents bewail that they cannot make 
their children clean their teeth properly. Why 
should a child grow to dislike, or get careless about, 
or never develop the habit of tooth cleaning? In 
some native races, apparently with more leisure 
than we enjoy, they make tooth cleaning part of 
their religious ritual. 

But if we ask our children to clean their teeth at 
school after luncheon, if they have facilities, they 
will refuse, for fear of ridicule. Can the family 
doctor help to alleviate this state of affairs by 
stressing its importance as a health measure? 


Present Medical Conception. 

Having outlined the suggested approach to this 
question of the elimination of dental disease by 
enlisting the services of the family doctor, I feel 
that perhaps it will strengthen the argument if I 
discuss briefly what I believe to be current medical 
opinion in relation to things dental. 

I must admit, of course, that any criticism of 
medical men. on these grounds can quite easily 
rebound on the dentist for his lack of understanding 
of very many fundamental medical truths of which 
he should have knowledge. People in glass houses 
are advised not to throw stones; and with this 
admission I feel, with respect, that I can discuss 
frankly what I believe to be the attitude of mind 
of the average medical man in regard to teeth. 


Medical Education. 

I feel that it is advisable, in an attempt to under- 
stand scientific opinion on any matter, to discover 
what the student is taught and to see the founda- 
tion on which he bases his reasoning. I have 
sounded very many medical students, but unfor- 
tunately have met few who have any real conception 
of the significance to health of dental disease. So 
if they graduate, lacking an appreciation and under- 
standing of this fundamental principle, surely it is 
not surprising that when they pass into practice 
they do not place sufficient emphasis on dental 
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health in the routine of everyday practice. Finally, 
they get so busy curing ills and making people well 
that their minds never have time to attack such 
problems of health maintenance in their own or 
oncoming generations, and they perhaps do less 
than they should in preventing the development of 
chronic infections that have their origin in dental 
sepsis. As far as they are concerned, this problem 
does not arise until the damage is done, and even 
the reparative efforts of the dentist are of little 
avail. 
Prophylazis. 

Perhaps also I shall be pardoned for illustrating 
my argument, although I regret to do so, by com- 
menting on what could reasonably be assumed to 
be a further indication of medical appreciation of 
dental health. I must say that I am forced to the 
belief that children of medical men are not superior 
in their dental hygiene to any other children in 
the community. I have seen, fortunately in isolated 
cases, mouths of children. of medical men as bad 
and worse than those of people who are supposed to 
understand less the effect of chronic suppuration 
and toxic absorption. In.these cases, dental prophy- 
laxis could never have been instilled into these 
children’s minds as a definite health measure, nor 
built up as a sanitary routine, just as regular habits 
of cleanliness and elimination are impressed on the 
child. 

Health Examinations. 


Finally, I would stress the need for a greater 
appreciation of the importance of dental health in 
relation to health examinations for life assurance. 
Speaking only from experience of conditions in 
Australia, I feel that it is the opinion of responsible 
dentists that very little cognizance is taken of 
dental conditions in these examinations. I do not 
propose here to enter into a detailed discussion of 
the routine of these examinations, for they are 
matters of private rather than public policy; but 
the general lack of dental report or investigation 
that we believe to be the rule, rather than the excep- 
tion, offers one more example in support of our 
argument. 

Medical men must get beyond the notion that their 
interest in the teeth begins only when they become 
possible foci of infection, to be eliminated in the 
search for the cause of a chronic infection. They 
must come to realize that very many of the people 
of middle age who come to them seeking relief 
from subacute or chronic maladies are really suf- 
ferers from some form or other of dental infection. 
Such dental infections have been allowed to develop, 
firstly, because the patient has not received from his 
parents teeth strong enough to withstand the 
onslaught of dental caries; secondly, perhaps, 
because he has never been taught to appreciate the 
importance of dental hygiene; and thirdly, or more 
immediately, because this infection of dental origin 
has been allowed to enter his system (by one of 
two paths) before dental attention arrested the 
condition. 





To such an audience as this there is no need to 
catalogue the maladies which we believe to be 
directly or indirectly of dental origin, nor the means 
by which they become associated with or cause 
morbid conditions. 

While mindful of Dr. Mayo’s dictum that the next 
great step in preventive medicine must come from 
the dentist, I feel that available knowledge has not 
yet been generally applied. I feel that one of the 
greatest phases of preventive medicine has yet to 
take its rightful place in routine medical practice. 
The safeguarding of the individual’s health by 
guarding against infection of dental origin can be 
achieved by a campaign to give succeeding genera- 
tions a higher standard of dental health, by seeing 
that children commence life with teeth strong 
enough to resist dental decay, and by emphasizing 
the importance of dental hygiene as an integral and 
vital part of the family health routine. 

In this regard the dentist looks to the family 
doctor to grasp the opportunity, that is his alone, 
to pave the way for the better health of generations 
yet unborn. ¥: 
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Reports of Cases, 


TWIN PREGNANCY COMPLICATED BY BILATERAL 
HYDRONEPHROSIS AND HASMATURIA.* 


By A. J. Gipson, M.B., Ch.M. (Sydney), F.R.A.C.S., 
Honorary Surgeon, The Women’s Hospital, Sydney. 


Mrs. A.B., aged twenty-nine years, about three months 
pregnant in her third pregnancy, was seen in consultation 
on August 8, 1935, because of slight bleeding occasionally 
for three weeks. Prior to this, vomiting and heartburn 
had been troublesome; but the pregnancy had been other- 
wise normal. Her first pregnancy and labour had been 
normal, a girl of 2-7 kilograms (six pounds) having been 
born after a labour of eleven hours. Her second preg- 
nancy had ended in a miscarriage at two and a half 
months, after a very fast journey in a motor car. Men- 
strual periods were normal. Previous illnesses were 
quinsy, whooping cough, croup and severe influenza. On 
examination no pain or bleeding was noted; the os uteri 
was closed; the uterus was larger than normal. The 
diagnosis was made of a threatened miscarriage and twin 
pregnancy, and the patient was advised to stay in bed. 
“Antuitrin S” injections were given twice a week. 

I saw her again on January 4, 1936. She had been well 
till three weeks before, when slight albuminuria had 
appeared; but this had cleared up with rest and treatment. 
On January 3 she had hematuria, and microscopic exam- 
ination showed red blood cells but no bacteria in the urine. 
She complained of frequency of micturition, hourly in the 
day-time, bearing-down feelings, occasional headache and 
occasional swelling of the feet. There was no pain with 
micturition or bleeding per vaginam. On examination 
a twin pregnancy was diagnosed. The systolic blood 
pressure was 120 and the diastolic pressure 50 millimetres 
of mercury. There was no edema or renal tenderness; 
the cardio-vascular system was normal; there was slight 
albuminuria. The patient looked well; but an intravenous 
“Uroselectan” pyelogram was requested to see if any renal 
abnormality was present. 





This case was demonstrated at a clinical meeting of the 
New South Wales Branch of the British Medical Association 
— Age Women’s Hospital, Crown Street, Sydney, on July 
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A plain skiagram showed a twin pregnancy, cephalic 
and breech presentation, at about the thirty-sixth week. 
The report of the intravenous pyelography was as follows: 


Both kidneys are functioning poorly, a faint shadow 
of a bilateral hydronephrosis being obtained at fifteen 
minutes. At forty-five minutes the calyces show gross 
dilatation and ureterectasis, the bladder not yet com- 
mencing to fill. The X ray findings are those of an 
advanced degree of bilateral hydronephrosis, associated 
with twin pregnancy. 


It was decided to transfer her to hospital and keep her 
under observation. Labour was due about February 20 to 
23; but as the albumin disappeared from the urine, no 
further hematuria occurred, and she felt and looked well 
and had a normal blood pressure, no treatment was 
prescribed. The membranes ruptured on January 29; 
labour started half an hour later, and she was spon- 
taneously delivered of twin girls, weighing 2-45 kilograms 
(five pounds seven ounces) and 2-25 kilograms (five 
pounds) respectively, in seven hours. The puerperium was 
uneventful. 

Intravenous pyelography was carried out on April 2, to 
see the condition of the kidneys. The report was as 
follows: 


Five minutes after injection of the dye both kidneys 
were functioning fairly satisfactorily. There is still 
definite dilatation of the calyces on both sides, together 
with ureteric dilatation, but the shadow of the 
excreted dye is faint. At twenty minutes a large 
quantity of dye had reached the bladder, but there 
was no increase in density of the shadow of the 
calyces, renal pelves or ureters. At forty minutes the 
bladder was filled with dye and there was practicaily 
no shadow of the calyces, indicating almost complete 
excretion of the dye. 

This finding is very interesting, as it indicates fairly 
satisfactory excretory function with dilatation of the 
proximal urinary tract, which has not yet completely 
resolved after the strain of the twin pregnancy. There 
is dilatation, but no evidence of hydronephrosis, since 
in the latter condition the dye becomes progressively 
more and more dense, owing to the mechanical stasis 
which produces hydronephrosis. The faintness of the 
shadow of the excreted dye must not be taken to 
indicate merely a slight diminution of excretory func- 
tion, but rather to be due to the increased area over 
which the dye is spread in the moderately dilated 
proximal urinary tract. The fairly satisfactory 
excretory function is well shown by the size and den- 
sity of the bladder shadow at forty minutes. 


Comment. 


According to Baird, dilatation of the upper part of the 
urinary tract occurs in nearly every pregnant woman, and 
is usually more marked on the right side, affecting the 
calyces, renal pelvis and ureter, down to the level of the 
pelvic brim. The left side is less frequently affected. It 
is more marked in primigravide than in multipare. Dila- 
tation is found as early as the tenth week, and at this 
stage is uniform throughout both ureters, involving the 
pelvic as well as the abdominal portions. At the end of 
the fourth month the dilatation is increased by the pres- 
sure of the growing uterus, and this is more- marked on 
the right side. The dilatation increases till the sixth 
month, but then it decreases on the left side, and on the 
right side may either increase or decrease. In conjunction 
with dilatation, stasis is usually found, although dilata- 
tion can exist without stasis, and stasis may be present 
with very little dilatation. Stasis begins early in preg- 
nancy, reaches its maximum at the sixth month, and 
diminishes near term. As the effect on the left kidney is 
almost negligible, symptoms of renal deficiency seldom 
develop during pregnancy. In 15% of cases pain referable 
to the urinary tract occurs owing to upset of ureteral 
peristalsis. 

The causal factor is believed to be pressure of the 
uterus on the ureter against the psoas muscle at the pelvic 
brim; but some other factor must play a part, as the 
dilatation produced during pregnancy is much greater 





than that found with ovarian cysts of similar size and 
situation in non-pregnant women. 

It is now established that estrin sensitizes the uterine 
muscle to the action of pituitrin, and that the estrin 
content of the blood rises as pregnancy advances, reaches 
its maximum just before term, and rapidly diminishes in 
the puerperium. It is possible that the variations in the 
estrin content of the blood during pregnancy and the 
puerperium influence the tone of the urinary tract in the 
same way as they affect the tone of the uterus. 





A CYST OF THE MEDIASTINUM.* 





By R. A. Money, M.C., M.B., Ch.M. (Sydney), 
F.R.C.S. (England), F.R.A.C.S., 
Honorary Assistant Surgeon, Royal Prince Alfred 
Hospital, Sydney. 





A FEMALE patient, aged thirty-nine years, was admitted 
to hospital in August, 1935, under the care of Dr. A. J. 
Collins, complaining of shortness of breath for two years 
and wheezing for two months. She also had some pain in 
both hypochondria. She had come to Australia from 
England in 1923 and had then spent eight months in the 
Riverina on a sheep station. 

Physical examination revealed no gross abnormality, 
except for an inspiratory stridor; but X ray examination 
revealed a large rounded shadow in the right side of the 
mediastinum anteriorly (see Figures I and II). Bronchos- 
copy revealed no abnormality. Artificial pneumothorax 
was then induced on the right side by Dr. A. J. Collins, 
and a further X ray examination was made (see Figure 
III). Collapse of the right lung relieved the wheeze. 
Thorascopy was then performed and a large rounded 
tumour was seen arising from the right side of the peri- 
eardium, just below the root of the right lung, anterior 
to the pulmonary ligament. The Casoni reaction was 
strongly positive. Operation was then performed and the 
tumour exposed by opening into the right pleural cavity 
through a lengthy incision along the seventh intercostal 
space. The ribs were spread apart by retractors and not 
cut. Ether was administered by the intratracheal method by 
Dr. W. I. T. Hotten. A large cyst was found, with partly 
calcified walls, embedded in the right side of the peri- 
cardium, close to the right auricle, and extending upwards 
among the great vessels. It was opened and a large 


quantity of greyish-yellow pultaceous material was 
evacuated by spoon and sucker. The lining of the cyst 
appeared smooth, and no membrane was evident. It was 


decided not to attempt its removal, as the great vessels 
and main bronchi were adherent to it. 

A small piece of the wall was removed for biopsy, which 
showed only dense fibrous tissue with some small granules 
of calcification. Microscopic examination of the contents 
of the cyst showed neither hooklets nor cholesterin 
crystals. 

A tube was stitched into the cyst cavity and brought out 
anteriorly alongside the xiphisternum and allowed to drain 
into a bottle. A self-retaining catheter was inserted into 
the right pleural cavity and connected to another bottle 
with a negative pressure inside it. The lung expanded 
rapidly and this catheter was removed in about one week. 

After a parlous convalescence the patient was discharged 
from hospital in February, 1936, witha small sinus 
draining slightly alongside the xiphisternum. Since then 
this sinus has closed on several occasions, only to reopen 
and discharge sero-purulent material for some days. This 
is likely to persist. The patient’s general condition is 
good. X ray examination of her chest and mediastinum 
reveals no abnormality, except some thickened pleura and 
obliteration of the costo-phrenic sulcus (see Figure IV), 
whilst the electrocardiogram is within normal limits. 

The pathology of this cyst remains somewhat in doubt. 
The positive Casoni reaction, the calcification in its walls, 


| and the absence of cholesterin crystals all favour a diag- 


nosis of old and degenerated hydatid cyst. But the 
absence of any pretence or remains of either ectocyst or 








1The patient described herein was shown at a meeting of the 
| — aa Branch of the British Medical Association on 
| June 4, . 
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endocyst, the macroscopic appearances of its contents, its 
situation, and the persistent sinus, are all consistent with 
a congenital origin, that is, a dermoid cyst. The Casoni 
test was repeated recently, eight months after the opera- 
tion, and still gave a positive reaction. 


Acknowledgements. 
The help and criticisms of Professor H. R. Dew and 
Mr. B. T. Edye and Dr. A. J. Collins in the management 
of this case are gratefully acknowledged. 


Post Scriptum. 

In August, 1936, the patient was readmitted to hospital. 
The sinus was filled with lipiodol and X ray pictures were 
taken. The sinus was seen to be very narrow and to lead 
to the anterior mediastinum. Shortly after this it closed, 
and has not discharged since. At the present time the 
patient is very well. 





UNUSUAL ENDOCRINE DISTURBANCES IN 
ABORIGINAL SISTERS. 


By D. A. DowLine, M.B., B.S. (Adelaide), 
D.P.H. (Sydney), 
Commonwealth Department of Health, 


Thursday Island. 


Durineo a patrol of certain mission stations in the Gulf 
of Carpentaria in May, 1936, a landing was made at the 
mouth of the Kendall River, which is approximately two 
hundred and fifty miles south of Thursday Island and is 
on the western coast of Cape York Peninsula. This estuary 
is the focal point of the hunting grounds of the so-called 
Kendall tribe of aborigines. These natives have had very 
little contact with European civilization, and live almost 
solely on the products of hunting and fishing in their own 
district. During the past two or three years the Aurukun 
Mission Station at the Archer River, sixty miles north of 
Kendall, has been slowly extending its influence to this 
district. A native missioner and his wife have been estab- 
lished there, and the place is now periodically visited by 
the Superintendent of the Aurukun Mission, the Reverend 
W. F. Mackenzie. The natives now have a knowledge of 
flour and tobacco, and during our visit wore some clothing. 
The bark gunyah still represents the extent of their 
architecture. 

On the occasion of this visit the bulk of the tribe, about 
one hundred in all, was gathered on the river bank to greet 
us. During an inspection of these people, two very unusual- 
looking young women were noted. They were further 
inspected and photographed apart from the others. On 
account of the lack of any facilities, the examination was 
quite superficial, but the following findings were noted. 

They were sisters, and their approximate ages were 
twenty-six and twenty-three years. They were extremely 
tall and thin, the elder and taller being approximately 
five feet eleven inches, as measured against a European of 
known height. The tallness was due to the dispropor- 
tionate length of the legs, which were almost twice as 
long as the trunk. The upper limbs were similarly long 
and thin. There was little fatty tissue on the trunk or 
limbs, while the muscles were very poorly developed and 
seemed incapable of properly coordinated movements. 
When they walked, their knees seemed to wave about, as 
if they were not properly controlled. 

There was a complete absence of secondary sexual 
characteristics. There was no obvious mammary tissue, 
the nipples were rudimentary, with tiny areole, pubic and 
axillary hairs were absent, and the vulva was infantile 
in appearance. 

Owing to various circumstances, no further particulars 
could be elicited during this visit. Mr. Mackenzie has, at 
my request, obtained the following further information, 
although the older and taller girl was unfortunately not 
available for measurement. 

The father, aged approximately fifty-five years, was five 
feet seven inches tall, and appeared to be perfectly normal. 
The mother died in 1935. She was a small, slight woman, 


rather under the average height. A sister, aged about 
fifteen years, was seen by me. She was blind, the eyeballs 
having been totally destroyed. It was thought at the time 
that this had been caused by the prevalent ophthalmia, 
with which practically all these people are affected. At 
the time it was noted that this girl was very thin and 
seemed very tall for her age, and she gave the impression 
that, later, she would develop a similar abnormality to 
that of her older sisters. A brother, who was born on 
July 27, 1927, was living in the children’s dormitory at 
the Aurukun Mission Station and was “a fine little chap, 
and normal in every way”. 


Ficure I. 
The sisters unclothed. 


The second sister, aged twenty-three years, had been 
married for six years, but had no children. Her height 
was five feet nine and a half inches (the average height 
of these native women is five feet three inches). The 
following measurements were taken: 


Arms— 
Shoulder to elbow 
Elbow to wrist 
Wrist to tip of middle finger hs 
Shoulder to finger tip ites 
Legs— 
Hip to knee 
Knee to ground 
Hip to ground .. 
Circumference of calf 
Foot— 
Length 
Width 
Trunk— 
Shoulder to hip , ae 
Circumference of chest ms 
Circumference of abdomen 
Circumference of hips .. 7 
Width of back across shoulders aa 
Neck—Circumference 11 inches 
Head—Circumference above eyes” .. 213 inches 
Weight ab an 6 stone 134 pounds 


14 inches 
104 inches 
83 inches 
inches 


inches 
inches 
inches 
inches 


103 inches 
3% inches 


23 inches 
30 inches 
29 inches 
32 inches 
153 inches 
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The particulars of the older woman are not available, 
put she resembled her sister to a remarkable degree, and 
efforts are being made to obtain these particulars at the 
earliest opportunity. 


Figure II. 


Group of Kendall tribe, in which the sisters can be seen, their 
heads being above everybody (marked with X). 


Comment. 
These cases present the following.interesting features: 
1. The legs are of disproportionate length, indicating 
either delayed ossification of the epiphyses or excessive 
growth of the long bones before ossification. 


2. There is no bony overgrowth of the extremities. 


3. There is a lack of development of the external 
genitalia. 

4. There is no excessive deposit of fatty tissue. On the 
contrary, there is considerably less fatty tissue than in 
the normal woman. 


5. The occurrence of this abnormality in sisters may be 
a coincidence, but it suggests the possibility af some family 
factor. In this respect the future development of the 
younger brother and sister will be of great interest. 


It was concluded that these women represented a lack 
of endocrine balance, the pituitary glands being mainly 


affected, and that they might be taken to be examples of | 


gigantism combined with sexual infantilism. 





GASTRIC ULCER.’ 


By Joun H. Hatuimay, M.B. (Sydney), 
M.R.C.P. (London), 


Honorary Physician to In-Patients, Lewisham Hospital; 
Honorary Assistant Physician to Out-Patients, the 
Royal Prince Alfred Hospital, Sydney. 


Mrs. R., aged thirty-eight years, was admitted to hospital 
on May 29, 1936, with a history of severe upper abdominal 
pains, for the previous three months, which had been more 
severe and persistent for the last three weeks. The pain 
had no relationship to food. Vomiting had occurred inter- 
mittently, particularly when the pain became more severe. 
The patient weighed 37-8 kilograms (six stone) and 
appeared to have lost considerable weight. There was 
marked tenderness on palpation in the left hypochondrium, 
with guarding of the left rectus abdeminis muscle. The 
ree report, dated May 29, 1936 (see Figure I), was as 
‘ollows: 





*The patient in this case was shown at a clinical meetin 
of the New South Wales Branch of the British Medica 
Association at Lewisham Hospital, Sydney, on August 20, 1936. 








There is a very large penetrating ulcer on the lesser 
curvature of the stomach, high up near the cardiac 
end and towards-the posterior wall. The evacuation 
time of the stomach was normal. 


“Larostidin” injections were commenced on June 1, 1936. 
A dose of five cubic centimetres was given every day intra- 
muscularly for twenty-five days. The patient stated that 
she felt quite free from symptoms after the fifth injection, 
and she was then given a mixed diet, with no other 
medication. 

On June 30, 1936, her weight was 41:5 kilograms (six 
stone eight and a quarter pounds). The X ray report on 
this day (see Figure II1) was as follows: -~ 


There is still a penetrating deformity, due to ulcer 
high up on the lesser curvature of the stomach. The 
ulcer has decreased considerably in size since the last 
examination. See films for comparison. 


A series of fifteen daily injections of “Larostidin” was 
then given, and on July 17, 1936, the patient weighed 46-4 
kilograms (seven stone five pounds). The X ray report 
(see Figure III) was as follows: “Evacuation of the 
stomach under five hours; no abnormality of the stomach 
or duodenum is now seen.” 

This case is reported in view of the present interest in 
this method of treatment. The patient was intensely 
interested in her injections, and appeared quite convinced 
that the newly discovered remedy would cure her. The 
apparent rapid disappearance of the ulcer may merely 
illustrate the fact that Trousseau’s aphorism concerning 
new cures still holds good. It is to be hoped, however 
conflicting the reports appear to be at the moment, that 
time will show this substance to play a real part in the 
treatment of certain types of gastric ulcer. 


Reviews. 


SURGERY FOR GRADUATES. 


“Post-GRADUATE SurGery”, by Rodney Maingot, is an 
ambitious and courageous attempt to cover in one work 
the wide field of surgery, and this has been successfully 
accomplished. The work consists of three volumes, but 
only Volumes I and II at present come up for review.’ 
Volume I contains approximately 1,742 pages, and Volume 
II, 1,825. The type is easily readable, the illustrations are 
numerous and of high standard, and the general outlay 
is attractive. The material collected in such a readily 
accessible form will be of interest to all members of the 
medical profession, particularly to those studying for 
higher degrees. In beautiful and inspiring language the 
late Lord Moynihan gives the book his blessing and 
emphasizes the fact that the authors are representative 
of their own country, which in itself is a grand recom- 
mendation. The teaching is dogmatic, but the greatest 
value of the work is that the authors are expressing their 
own personal opinions on subjects of which they have 
expert knowledge. From a teaching point of view, dog- 
matism is excellent, but immediately invites criticism. On 
the other hand, it is admitted that the opinions expressed 
generally are in accord with the best surgical teachings. 

Volume I is devoted to angwsthesia, the abdomen, the 
rectum, X ray diagnosis and radium. The chapter by 
Ernest Miles on the rectum and anus is in itself a 
surgical monument. This volume is further enhanced by 
the fact that many of the operations on the stomach and 





1“Post-Graduate Surgery”, edited by Rodney Maingot, 
F.R.C.S., with an introduction by The Right Honourable Lord 
Moynihan of Leeds, K.C.M.G., C.B., M.S., F.R.C.S.; Volumes 
I and II; 1936. London: Medical Publications Limited ; Sydney : 
Angus and Robertson, Limited. Super royal 8vo; Volume I: 
pp. 1758; Volume II: pp. 1825; with illustrations. Price £3 3s. 
each volume, complete set £9 9s. (the volumes are not sold 
separately). 
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duodenum are copied from ‘“Moynihan’s Abdominal 
Operations”; but the time has arrived when the universal 
use of mutilating clamps for operations on the stomach 
and duodenum should be discontinued. Hearst writes on 
hematemesis and the medical treatment of peptic ulcer, 
and Knott expreses very definitely the relationship between 
chronic gastric ulcer and cancer. The authors have not 
spared themselves in leaving any surgical stones unturned, 
and in offering criticism one might be accused of splitting 
straws. To drain the abdomen suprapubically instead 
of through the right iliac fossa in general peritonitis 
following acute appendicitis, by inserting a tube amongst 
the many coils of small intestine, is inviting intestinal 
obstruction. More harm than good would result from 
trauma by attempting to tie the ileo-caecal vein in 
impending pyelophlebitis associated with acute appendicitis. 


Simple cholecystectomy in expert hands rarely calls for 
drainage, and when necessary, unless bile is escaping, the 
tube should be removed after twenty-four hours; otherwise 
undue distress to the patient will result, and eventually 
excessive adhesions. Unnecessary explorations of the 
common bile duct will produce strictures when least 
expected, and often with dire consequences. Drainage for 
twenty-four hours should always be established in hydatid 
of the liver. 

Thirty-one pages are devoted to Finochietto’s descrip- 
tion of the Péan-Billroth I operation, and only twenty- 
eight pages to diseases of the colon by Wakeley. Wakeley’s 
subject matter is first-class, but he omits discussion on 
many points of value and interest to be expected in this 
work about an organ whose surgical affections try the 
most eminent technicians. 

Anesthesia is thoroughly dealt with. No organic lesion 
of the stomach or duodenum can hope to escape the 
meticulous investigation of Maingot, Sleigh Johnson and 
Deville. One is almost tempted to ask Dickson Wright 
how many congenital cystic dilatations of the common bile 
duct he has excised, and his results. 

There is an excellent chapter by Maingot on complica- 
tions following abdominal operations, and the first volume 
is rounded off by an interesting discussion on X ray diag- 
nosis and radium treatment. 

Volume II is devoted to the head, spinal column, salivary 
glands, neck, breast, thorax, female and male genito- 
urinary organs, sympathetic system, adrenal gland and 
injection therapy, infections of the hand and orthopedics. 
If Wakeley’s effort on the colon is short, he has not 
spared himself on the head, spinal column and salivary 
glands. The chapter on brain injuries and tumours is 
particularly good. Gasserian ganglion injection before 
division is advised to prepare the patient for the numb- 
ness that inevitably follows. Blindness has been known 
to follow injection in expert hands, from the overflow into 
the optic chiasma of fluid injected. The operation in 
itself is sufficiently dangerous without adding further risk. 
No mention of compression of the spinal cord by hydatid 
invasion is made. One of these cases has been reported 
in Sydney. 

In the technique for excision of the submaxillary gland 
an incision concave downwards is advised. Surely convex 
downwards! The nerve to the platysma can be avoided 
by keeping the incision sufficiently low down. For malig- 
nant tumours of the salivary glands, if inoperable, 
radium needles placed deeply are better than in a plaque. 
For removal of glands of the neck ether given by the 
colon is advised. In Australia, intrapharyngeal and intra- 
tracheal administration of ether is used extensively and 
pulmonary complications are rare. 

It is a wise step in opening the cwsophagus for the 
removal of foreign bodies to pack below the opening with 
gauze. In the excellent chapter dealing with esophageal 
pouch it is interesting to note that the author’s father 
reported the first case. It is sound practice to sacrifice 
the sterno-mastoid muscle and not to worry about the 
unimportant external jugular vein in removal of deep 
cervical glands of the neck for malignant disease. For 
hyperthyreoidism with diabetes Lugol’s solution up to 
60 minims daily is advised. More detail about pre 
operative preparation in hyperthyreoidism would be 
appreciated. 











A posterior approach is advised for ligature of the first 
part of the subclavian artery. In the radical operation 
for carcinoma of the breast the clavicular portion of the 
pectoralis major should be removed, and likewise, in 
appreciation of Sampson Handley’s work, the upper part 
of the anterior sheath of the rectus muscle. The 200 
pages devoted to the thorax contain much that is valuable 
and also much that is contentious. The female and male 
genito-urinary apparatus have approximately 900 pages 
devoted to them. Of these, more than half are devoted 
to the female genital organs, and they form a really first- 
class treatise. It is interesting to note that the Fallopian 
tubes are of no value after hysterectomy and are better 
removed, and that conservation of the ovaries then may 
even be harmful. 

There are full details of operations on the female genital 
organs, and some excellent chapters are devoted to hyster- 
ectomy; but very little mention is made of the operation 
for shortening the round ligaments. For this, Guilliam’s 
operation is recommended. It is a bad lapse not 
to find mentioned infection of the cervix and vagina by 
Trichomonas vaginalis. 

Broster, in one of the best chapters in this volume, 
introduces his work with an apt quotation from 
Shakespeare: “You should be women yet your beards 
forbid me to interpret that you are so.” By his operation 
he converts hirsutic women to soft-skinned damsels. His 
writing is entertaining and informative, and he opens up 
an attractive field for thought and speculation. His 
results have all been encouraging, but many have been 
dramatic. 

The injection treatment for hernia, veins and piles 
is well expounded. The chapter on hand infections covers 
the field completely. It is advocated that if the forefinger 
is to be removed, the head of the metacarpal should also 
be taken away. Such advice may be good for a surgeon, 
but it would rob the manual worker of a_ very 
useful stump. Disabilities of joints, deformities, arthritic 
conditions, osteomyelitis, muscle and tendon and nerve 
injuries are sufficiently dealt with, while fractures are 
merely noted. 

The ketogenic diet is discarded in favour of mandelic 
acid, which is advocated as a urinary antiseptic in 
preference to all others. 

Nephrectomy is advised for a tuberculous kidney, even 
if the other side is only slightly affected. Coffey’s original 
work on transplantation of the ureters into the colon has 
not been thought worthy of mention. One would expect 
to see something about the treatment of recto-vesical and 
recto-urethral fistule in the male, and yet nothing was 
found. It is interesting to note that Charles Mayo operated 
upon the cervical sympathetic with success for angina 
pectoris over twenty years ago. It is suggested that adrenal 
denervation might be used in conjunction with operations 
on the thyreoid gland for hyperthyreoidism. Hunter and 
Royle’s names are but barely whispered; then only in 
association with Hirschsprung’s disease. It is felt that any 
work dealing with the sympathetic system is lacking in 
value unless due appreciation is given to the pioneering 
work of Dr. Royle and the late John Irvine Hunter. 





A TEXT-BOOK OF BACTERIOLOGY. 


Proressor THURMAN Rice, of the Indiana University 
School of Medicine, has produced a text-book of bacteri- 
ology which is of convenient size, stoutly bound and 
exceptionally well printed. 

The author states in his preface that he sais curtailed 
details of the appearances of organisms in culture and 
all the minutie of laboratory technique, and has dealt 
more in a general way with disease and its cause, a general 
description of the organism causing it, prognosis, the 


1“A Textbook of Bacteriology”, ee: . omen, A.M., M.D.; 
19365. Philadelphia and London: B. Saunders Compa ny; 
Melbourne: W. msay (Surgical) Proprietary Limited. Roval 
8vo, pp. 551, with illustrations. 
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taking of specimens, interpretation of laboratory findings, 
specific therapy and prophylaxis. 

The author has certainly carried out this scheme, and he 
has produced a much broader outline of disease processes 
than can be found in an ordinary book of practical bac- 
teriology. This type of book is ideal for the practising 
physician. 

The book is essentially a readable one and gives the 
physician all practical details and advice in a reasonable 
space. For instance, the chapter on the typhoid bacillus 
commences with a short historical note, a few lines on 
morphology, paragraphs on cultural characteristics, resis- 
tance, manner of producing disease, lesions caused, a note 
on carriers, laboratory aids to diagnosis (for example Widal 
and culture methods), specific biological products, such as 
typhoid vaccine, oral vaccines, bacteriophage, filtrates, 
sanitary considerations, including the question of carriers, 
management of a case to prevent spread; and all this is 
completed in seven pages. 

The work is comprehensive; 
their history, place in life, disinfection, 


it deals with bacteria, 
the filtrable 


viruses, bacteriophage, protozoa, toxins and antitoxins, 
serological principles and tests, hypersensitiveness, specific 
immunization et cetera. It can be confidently recommended 
to the general practitioner and the physician. 








FOREIGN BODIES AND THE AIR AND FOOD 
PASSAGES. 


BasEepD upon the records of some 3,000 odd cases, 
“Diseases of the Air and Food Passages of Foreign-Body 


Origin”, by Chevalier Jackson and Chevalier L. Jackson, 
comprises a most comprehensive and masterly exposition 
of this problem. First, ztiological factors have been 
analysed. Some interesting conclusions arise from the 
statistical survey. Even in a clinic as large as that at 
Philadelphia it is recorded that 91% of cases occurred in 
charity patients. Carelessness appears to be the out- 
standing explanation of foreign body- entry. It is 
interesting to note that the risk is less in those who 
habitually put into the mouth objects which might other- 
wise become foreign bodies. Thus habitual fish eaters 
rarely are troubled by the impaction of fish bones, while 
those who carry in the mouth supplies of such objects as 
tacks, during the course of their occupation, only very 
rarely inhale or swallow these objects. 

A striking lesson, which must somehow be impressed 
upon every practitioner, is stressed in a review of the 
number and of the type of cases in which foreign bodies 
have been overlooked. The case histories demonstrate 
that the whole series of pulmonary diseases may be simu- 
lated by foreign bodies and may therefore be wrongly 
diagnosed, unless such a possibility is always borne in 
mind. 

An analysis is given of the reactions which take place 
in the tissues and in the foreign body itself, depending 
upon the nature of the object and its site of lodgement. 
Then follows a description of the symptoms, and of the 
process of diagnosis of the presence of a foreign body. 
There is a very full description of the mechanical problems 
presented by various types of objects, and an explanation 
of the various instruments which have been devised to 
meet the peculiar problems presented by the foreign body 
and by its mode of lodgement. The remaining two-thirds 
of the volume comprises a tabulation of a huge series of 
various foreign bodies which have been endoscopically 
removed from the air and food passages by the authors, 
together with illustrations of the foreign bodies themselves, 
and all data pertaining to their removal. 

There is no doubt that this work is the world’s master 
text on this problem. The book should be in the library 
of every large hospital and of all practitioners who are 





1“Diseases of the Air and Food vomees of Foreign-Body 
Origin”, by C. Jackson, M.D., Sc.D., F.A.C.S., LL.D., and 
Cc. L, Jackson, A.B., M.D., M.Sc. (Med. ), F.A.C.S.; 1936. 
Philadelphia and London: W. B. Saunders Company; Mel- 
bourne: . say. Crown 4to, pp. 983, with 2,000 illus- 
trations, including 3 plates in colours. Price: 72s. 6d. net. 
















likely to have to attempt the removal of foreign bodies. 
Such a large series of cases and such a full description 
of the problems encountered in each, together with a 
recording of the manner in which each problem was over- 
come, render this work such that in it may be found 
almost the counterpart of any foreign body problem which 
may arise. The endoscopist, then, faced with a patient 
for his own care, may first look up a description of just 
what changes will be found, what difficulties may arise, 
and what procedure he will have to adopt to remove cor- 
rectly the intruder and restore his patient to health. In 
addition to the endoscopist, every physician who has to 
deal with pulmonary diseases should read this work, so 
that at least the importance of consideration of the 
presence of a foreign body shall at all times remain in 
mind. 

The work is most lucidly compiled and is admirably 
edited, so that reference to various problems is simple. 
There are two thousand illustrations, including excellently 
reproduced skiagrams and many colour drawings. The 
latter are rendered doubly instructive in that they have 
been made by Chevalier Jackson himself, so that to the 
reader is presented not only those very essential features 
which the eye should see, but also many truly life-like 
portraits of the actual endoscopic appearances as seen by 
the eye of the master himself. 








THE DIETETIC CONTROL OF DIABETES. 






" Tue line diet scheme of R. D. Lawrence has proved 
itself to be of considerable value in the dietary manage- 
ment of diabetic patients. With the recent adoption of 
higher carbohydrate feeding in the treatment of this 
disease the scheme as first set out became somewhat 
inflexible. 

In the fourth edition of “The Diabetic ABC” Lawrence 
has modified the red portions so that, together with the 
increased carbohydrate content of the black portions which 
were enunciated in the third edition, the scheme becomes 
satisfactorily adaptable to modern ideas.’ A simple 
explanatory memorandum to medical men indicates how 
the scheme can be modified in a way which was not 
formerly possible. A further improvement in the book 
consists in the revision of the food tables in the light of 
recent analyses by McCance and others. 

Although obviously unsuited to the treatment of 
children, the scheme is of value in the treatment of the 
majority of adult diabetics. This excellent book is prob- 
ably the best and simplest exposition of a satisfactory 
dietetic control of diabetes; if used intelligently by doctor 
and patient, it renders the management of the condition 
relatively simple. 





FAMILY MEDICAL INSURANCE. 





Dr. Cope bases his thesis* on family medical insurance 
on the following points: (i) Advances in medicine and 
surgery have rendered it impossible for the general prac- 
titioner to give adequate service. (ii) Institutional treat- 
ment and specialism have come to stay. (iii) The general 
practitioner must collaborate more with institutionalism 
and specialism and must be trained to that end by reform 
in medical education. (iv) Modern methods of treatment 
must be made available to the whole community, and the 
costs involved can be met only by a system of family 
medical insurance. 

The author’s premises are sound, and anyone with any 
knowledge of the national health insurance system of 
Great Britain will agree with them; but after elaborating 
a rather involved scheme of family medical insurance, he 








a‘ ‘The Diabetic ABC: A Practical Book for Patients and 
Nurses”, by R. D. Lawrence, M.A.,, M.D., F.R.C.P.; Fourth 
Edition; 1936. London: H. K. Lewis and Company Limited. 
Demy 8vo, pp. 70. Price: 3s. 6d. net. 

*“Family Medical Insurance: A New Scheme with Evidence”, 
collated by J. Lachlan-Cope; 1936. London: John Bale, Sons 
and Danielsson, Limited. Crown 8vo, pp. 64. Price: 2s. net. 
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appears to come to the conclusion that it must be on a 
compulsory basis, with State intervention and subsidy, a 
conclusion which other students of the subject have already 
reached. 

Despite the plea of the author (himself a Bachelor of 
Arts) that the medical student should be better educated 
and hold a degree in Arts before commencing his medical 
studies, the book is marred by grammatical errors and 
curiously involved sentences, of which a few may 
quoted: 

In plain language, then, the normal patient is one 
who is able to react to and cope .with the various 
stimuli that surround and impinge on his receptive 
systems suitably. 

. . « illness is all too frequently an emergency for 
which the family have never budgeted. 

Prophylaxis as well as clinical care should be—alas! 
that it so seldom is or can be under present conditions 
and restrictions of medical service—an essential and 
even preponderant part of the insurance doctor or any 
general practitioner’s work. 

The greatest tonic inthe world to both normal and 
many forms of abnormal reactionary is a sound and 
reasonable assurance of the future worth of one’s 
labours. 

Members are to be encouraged for examination by 
appointment made by themselves with the Clinic or 
institution, which shall. be mutually convenient. 

We do not desire that members should wait until 
they are ill for examination. i 


The book cannot be recommended as a serious contribu- 
tion to the literature of the subject. 





THE MICROSCOPE. 


Tue sixteenth edition of Gage’s well-known volume on 
the microscope has been enlarged by the addition of a 
chapter on micro-incineration.. A method is described 
which allows the position of the fixed mineral salts in 
the cells of the soft tissues to be determined. A notable 
addition also is the account given of the simplified means 
of reflecting ultra-violet radiation by mirrors coated with 
aluminium which has been deposited by the vapour 
method. These mirrors take the place of the much more 
cumbersome and expensive quartz prisms previously used. 
It may be suggested for a further edition that a table 
giving the reflective coefficients of aluminium and other 
metals in the visible and ultra-violet region would be of 
interest to the research worker; also a brief account of 
the “sputtering” of metal films on glass or quartz and 
the formule for the chemical silvering of glass. 

The chapter on the ultra-violet microscope gives useful 
curves, showing the transmission of radiation by different 
colour filters. The remarks on sources of ultra-violet light 
need amplification. We have found that for photographic 
purposes in the ultra-violet, a tungsten alloy arc has 
advantages over the quartz mercury vapour lamp, since 
the latter has only a few intense isolated lines in the 
ultra-violet, whereas the former has a closely packed 
spectrum. Consequently the time of exposure is less when 
the tungsten alloy is used, (see The Analyst, 1934, page 
208). To produce sharp photographs, however, only a 
restricted part of the spectrum must be used, and in some 
cases a single line (such as the 2536 A. line of mercury) 
may be more useful; the lenses must then be calculated 
for this particular wave-length. In physical investigations 
the hydrogen discharge tube (in a special form) has also 
been found to give a good spectrum in the ultra-violet. 
In this case a continuous spectrum is produced. 

Those who are unfamiliar with Gage’s treatise will be 
interested to know that it contains a brief history of 





1“The Microscope”, by S. H. Gage; Sixteenth Edition, revised 
and enlarged by the addition of a chapter on Micro-Incinera- 
tion; 1936. New York: Comstock Publishing Company, 
ry ieee Royal 8vo, pp. 625, with illustrations. Price: 
.00 net. 





lenses, spectacles and microscopes, with portraits of nine 
of the great leaders in this field (Jansen, Kepler, Galileo, 
Huygens, C. A. Spencer, Tolles, Wenham, H. R. Spencer, 
Abbe). 

This work is indispensable to anyone who is engaged 
in microscopic work. A tribute must also be paid to the 
publishers for the excellent way in which the book has 
been produced. 





ASTHMA. > 


“Tue TREATMENT OF ASTHMA”, by F. T. Harrington, 
follows familiar lines? The author lays great stress on 
diet, exercise, and especially on the correction of constipa- 
tion. “The regulation of bowel activity alone will often 
make all the difference between comfort and misery for 
asthma is essentially a toxic state” is a maxim which is 
stated on page four; and this is really the main direction 
of attack throughout. Cereals with or without bread and 
butter for breakfast, salads, vegetables and fruit for 
luncheon, and for dinner meat or fish, green vegetables 
and fruit are prescribed. No fluids are allowed with meals. 
Tea and strong black coffee often relieve the attack, even 
at 2a.m. A rhubarb mixture or an acid digestive mixture 
is advocated, but the author does not state how he arrives 
at the diagnosis of hyperchlorhydria or achlorhydria, for 
which these mixtures are advised. Milk is considered 
indigestable and a producer of catarrh, though a purely 
milk diet is said to relieve asthma in some patients. 

Liquid paraffin and enemata or colonic lavage are sug- 
gested at the commencement of treatment. Breathing 
exercises to promote diaphragmatic movement, cold baths 
and light, loose clothing, with regular walking or cycling, 
are necessary adjuncts to treatment. Nasal treatment 
comprises operation in rare cases, and treatment of the 
nasal mucosa by means of tampons soaked in 10% argyrol, 
or intranasal massage with dilatable rubber bougies. 

Bronchitis and eczema are shortly dealt with, emetine 
injections being strongly recommended for the latter. 

A few case records are given, and the book ends with 
examples of suitable dietaries. 

This small book of 109 pages is clearly printed and is 
concise. ‘ Though the physiological and pathological basis 
for some of the methods of treatment are not very clear, 
the advice given is on the whole sound and reliable, and 
no painful or potentially harmful methods of investigation 
or treatment are advocated. 





HISTOLOGY. 


THE more recent new text-books on histology have been 
rather bulky and rather detailed in their presentation of 
the subject, and it is very pleasing to see in Krafka’s 
book how the basic and essential facts of the subject can 
be presented briefly and yet adequately for elementary 
classes.” 

The author lays no claims to originality in the text, 
except in its presentation, but has tried to embody in as 
small a compass as possible those facts with which medical 
and biological students should be familiar. Each chapter 
represents a definite text assignment that may be corre 
lated with a reasonable amount of laboratory work. 

The text is adequately illustrated with simple freehand 
or camera lucida drawings made from actual preparations, 
and for the most part are original. On the whole the 
text is clear, concise and adequate for elementary classes 
for histology, and the author is to be congratulated on his 
presentation of the subject. 


1“The Treatment of Asthma’, by F. T. Harrington, M.R.C.5., 
L.R.C.P.; 1936. London: H. K. Lewis and Company Limited. 
Crown 8vo, pp. 121, with illustrations. Price: 6s. net. 

2“A Text-Book of Histology”, by J. Krafka, junior, Ph.D., 
M.D.; 1936. London: Bailliére, Tindall and Cox. Royal &vo, 
pp. 263, with illustrations. Price: lls. 6d. net. 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
ef the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance, 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


MEDICAL LIBRARIES IN AUSTRALIA. 





Ir we set out to discuss any subject under the 
sun, we can in our own minds divide people into 
groups according to their attitude towards the 
subject of our choice. If we chance upon such 
subjects as cheese, flannel or motor-cars, we shall 
have people who like cheese, who wear flannel, who 
ride in motor-cars, and those who don’t. We may 
find some virtue in people who are devoted to 
things of our choice, and fault in those who are 
not. The people of our acquaintance, of course, may 
not be very interested in our classification of them 
as far as any of these things are concerned. If we 
choose medical libraries as our subject and propose 
to divide our confréres into those who show 
appreciation of medical libraries and those who 
don’t, we shall be in difficulties at once, for with 
one or two exceptions collections of medical 
writings worthy of the name library are prac- 
tically unknown in Australia—people cannot show 
appreciation of what does not exist. We might 
divide members of the Australian Branches of the 
British Medical Association into those who try to 
improve their Branch libraries and those who 
don’t; but this would not be altogether fair, for 


many who in the past were keen workers have 









been discouraged by repeated failure to arouse the 
interest of others. When we propose to arouse 
members from their lethargy in library matters, 
we must appeal first of all to those who appreciate 
and read their medical journals—not only the 
journals that they receive in virtue of their mem- 
bership of the British Medical Association, but 
other journals dealing with the subjects in which 
they are specially interested: 

When Sir Humphry Rolleston, Emeritus Professor 
of Physic in the University of Cambridge, was 
delivering an oration at Washington last November 
at a celebration of the centennial of the Army 
Medical Library, he said that there was no need 
to preach to the converted on the “value and inspir- 
ing virtue of medical libraries”. When we see how 
little effort is made in some, parts of Australia to 
deal with the medical library problem, we may well 
ask ourselves whether some.preaching is not needed, 
even at the headquarters of some of the Branches. 
It is easy to understand how first of all the Great 
War and then the financial depression brought 
about a reduction in the amount of money spent on 
libraries; and, since it is é@asy to drift, the failure 
to remedy the reduction may perhaps also be under- 
But the financial situation has largely 
readjusted itself; medical practitioners are spend- 


stood. 


ing money on amusements and sports; there is 
therefore no reason why the library problem, which 
in certain parts of Australia is acute, should net 
be faced and solved. 
measures likely to be successful cannot be described 
in detail—each centre has its peculiar difficulties 


In a discussion such as this 


and they must be met by determination and coopera- 
tion. Fortunately, as each centre has its difficulties, 
it has also its enthusiasts. The one obvious. need 
will be the spending of money. More money will 
be needed in some places than in others; but the 
money that is spent must be spent wisely. The 
Branch councils must discuss ways and means of 
financing forward moves in the organization of their 
libraries. 

To be useful a library need not necessarily be 
enormous. A library may be as large as the Army 
Medical Library in Washington and still be “a 


1The Lancet, November 28, 1936. 
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mausoleum where knowledge lies dead and mum- 
mified”. As Sir Humphry Rolleston states, it may 
be activated and kept alive by a guide to its 
contents. It must have a good catalogue, one with 
the double entry of author and subject. Moreover, 
no medical library can be run without the aid of 
“The Quarterly Cumulative Index Medicus”. 
Further than this, the librarian must be a student 
of medical literature and a lover of books. To 
appoint an honorary librarian who is neither one 
nor the other is sheer foolishness. When a suitable 
librarian is found (there are in the Commonwealth 
members of the Branches who would make excel- 
lent librarians), he should be given every possible 
encouragement and assistance. Every medical 
centre can have a medical library; the library will 
be large or small, according to the amount of 
money spent on it; it will be useful if the money has 
been spent wisely; it will be used if it is run by a 
librarian who knows his readers’ needs and who has 


their help and encouragement. 


- 
—_ 





Current Comment. 


THE CLINICAL USE OF DIURETICS. 


Diuretics are preparations employed to increase 
the amount of urine, but it has often been said 
that harassed physicians find, to their exasperation, 
that diuresis is induced only when it is not wanted 
and that when it is urgently required it persistently 
fails to be evoked. The truth is that pharmaco- 
logical principles are overlooked and the impossible 
is often sought. J. M. Hayman, junior, has given an 
exposition of the clinical applications of diuretics.’ 
He rightly insists that the kidneys must be in such 
a condition that the formation of urine is possible. 
The essentials are a certain degree of parenchymal 
integrity, a sufficient blood pressure and an adequate 
blood flow. If these conditions are not satisfied, 
efforts to increase the urine by diuretics must fail. 
In the oliguria or anuria of surgical shock and 
Addison’s disease efforts to raise the blood pressure 
-will have more effect than will diuretics on urine 
excretion. In the oliguria of congestive heart failure 
diuretics are much more effective when the circula- 
tion has been improved by rest or by rest in addition 
to digitalis. These are commonplace facts, but it 
is astonishing how often they are overlooked. In 
the anuria of perchloride of mercury poisoning no 
diuretic will increasé urinary excretion until a 
certain amount of regeneration has taken place in 





12. 1: | eee of the American Medical Association, December 





the tubular epithelium. J. P. Peters has stressed 
the fact that diuretics do not cause a chemical or 
biological revolution in the body, but act through 
existing physiological mechanisms. In urine for 
mation the first process is separation’ in the 
glomerulus of a normally protein-free ultra-filtrate 
of plasma,- containing all the soluble substances 
present in plasma, and in the same concentration. 
This ultra-filtrate passing down the tubule is con 
centrated by resorption of water by the tubule 
cells and modified by resorption of dextrose, 
sodium chloride and other salts and by the secretion 
of some dyes and other substances. A diuretic acts 
in one of two ways. It may increase the volume of 
the glomerular filtrate or diminish resorption of 
water from the tubule. Decreased resorption of 
water probably results from any increase in the 
volume of glomerular filtrate, but is more effectively 
caused by high concentration of certain salts in the 
filtrate or by such drugs as mercury, which inhibit 
the resorptive power of the tubular epithelium. 
Hayman considers that there is little to support the 
theory that the chief action of a diuretic is change 
in the “water-binding” power of serum proteins. 


In dealing with individual classes of drugs, 
Hayman considers that the xanthine group acts 
directly on the kidneys and must increase the 
volume of glomerular filtrate by increase in 
glomerular capillary pressure due to local vascular 
adjustments within the kidney, or they decrease 
tubular resorption. Concerning digitalis and 
squill, it is generally held that the diuresis resulting 
from their glucosides is not due to a direct effect 
on the kidney, but results from their effect on the 
heart and circulation and a resulting improve: 
blood flow through the kidney. This opinion is 
certainly correct, as little or no diuresis is evoke: 
in a normal individual. These groups. cause 
diuresis by increasing the volume of glomerular 
filtrate. The diuresis caused by water, urea, sugars, 
neutral salts, such as potassium chloride or sodium 
sulphate, and the “acidifying salts”, such as 
ammonium chloride and calcium chloride, is doubt- 
less due partly to a temporary hydremia with dilu- 
tion of plasma proteins, and partly to the presence 
of such substances, highly concentrated, in the 
glomerular filtrate hindering tubular resorption. 
Diuresis due to diminished tubular resorption, 
however, is best shown in connexion with mer- 
curials. Mild mercurous chloride is uncertain and 
its other actions render it unsafe. “Merbaphen” 
and other organic mercurials are now in very 
extensive use as diuretics. Many observers con- 
sider the diuresis to arise from extrarenal factors, 
such as change in the composition of the blood or 
in the water-binding power of the plasma proteins. 
But it has been ascertained that the diuresis is 
due to local action on the kidney and may be 
attributed to decrease in the resorption of water 
from the tubules. The continued use of “Merbaphen” 
may, Hayman holds, cause such toxic manifesta- 
tions as salivation, gingivitis, colitis and proctitis. 
“Salyrgan” is less toxic than “Merbaphen” and is 





is, a 
to ce 
prod 
cur: 
how 
in di 
acid 
it h 
caus 
inere 
It he 
is i 
fall : 
salts 
dimi 
that 
in pl 
whie 
giver 
diure 
elfect 
two 
“acid 
causi 
whic 
must 
when 


porta 
obvia 
founc 
dimit 
eden 
amm¢ 


actio. 
admi 
over 
and 
expla 


Marcu 27, 1937. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


481 





as effective. Its intramuscular injection, however, 
is, according to Hayman, painful, and it is prone 
to cause venous thrombosis. An inorganic “acid- 
producing” salt is often administered with a mer- 
curial to increase the diuresis. Explanations as to 
how these salts effect the diuretic action are still 
in dispute. It has been suggested that an abnormal 
ucid reaction in the tissues is responsible. Again, 
it has been believed that only those salts which 
cause a fall in the alkali reserve of the blood 
increase diuresis. But these are merely speculations. 
It has been found in dogs that “Sdlyrgan” diuresis 
is increased by acidifying salts, which cause a 
fall in the plasma carbon dioxide. Some alkalizing 
salts increases the plasma carbon dioxide and 
diminishes “Salyrgan” diuresis. It has been found 
that “Salyrgan” diuresis is accompanied by a fall 
in plasma chlorides and a rise in carbon dioxide 
which is prevented when an “acidifying” salt is 
given. The salt and the “Salyrgan”, in producing 
diuresis, often act in true synergism, producing an 
effect which is much greater than the sum of the 
two alone. It is unfortunate, however, that all 
“acidifying salts” are gastric irritants and, by 
causing vomiting, may lead to a relative alkalosis 
which lessens diuresis. When they are used, they 
must be given in large doses, as they are futile 
when they do not cause a fall in plasma carbon 
dioxide. 

The records of 213 patients with edema were 
studied in order to ascertain the value of diuretics. 
The amount of diuresis varied greatly, and diuretics 
should be considered merely as adjuvants to other 
methods of treatment in the removal of cdema. 
Diuretics are useless in acute nephritis and are 
rarely of value in chronic glomerular nephritis. 
Hayman again insists that their greatest value is 
in congestive heart failure after the patient has 
been digitalized. “Salyrgan” and “Mercupurin” 
are, he holds, the most regularly effective. In 
portal cirrhosis with ascites diuretics have not 
obviated the need for tapping, but Hayman has 
found that the regular use of these mercurials has 
diminished its frequency. Patients with “nephrotic” 
edema have responded with more regularity to 
ammonium chloride and “Salyrgan” or to urea than 
to any other diuretics. 

Hayman has given an excellent account of the 
actions and uses of diuretics, but it must be freely 
admitted that, in spite of pharmacological research 
over the years, there is much concerning diuretics 
and diuresis which is not yet understood or 
explained. 





TRAFFIC ACCIDENTS AND THE MEDICAL 
PROFESSION. 


In a recent number of The Journal of the 
American Medical Association there appear two 
articles dealing with different aspects of the traffic 
problem as it concerns the practice of medicine. 
One of these is written on the subject of the manage- 
ment of facial injuries due to motor accidents, by 





C. L. Straith, who points out that injuries of this 
type are not only of great importance as regards 
the immediate pain and disability that they cause, 
but also the psychological handicap imposed by 
disfigurement.' All surgeons and general prac- 
titioners may have to deal with such cases, and in 
particular those practising in country towns may 
need to pay particular attention to their manage- 
ment. The author, who writes from Detroit, has 
found that “guest-passenger injuries” are very fre- 
quent and constitute about 75% of the severe facial 
injuries sustained in motor accidents, owing to the 
fact that the passenger seated beside the driver is 
apt to be thrown forward and to strike projecting 
objects in the front or side of the motor car. The 
treatment of injuries of the bones or soft parts, of 
course, follows on general lines, but a particular 
suggestion is made with regard to the carrying out 
of a systematic examination of the patient. It is 
recommended that routine examination should be 
carried out in the following order: (i) the careful 
inspection and cleaning of all lacerated wounds, 
with removal of all foreifgm bodies and with no 
attempt at surgical repair until proper conditions 
are available; (ii) careful palpation of all facial 
bones; (iii) careful inspection of the outside and 
the inside of the nose; (iv) inspection and palpa- 
tion of the mouth. The last is most important, as 
maxillary damage may be detected in this way. 
Various ingenious and technical details are given, 
for which the original article may be consulted. 

Another yiew of the traffic problem is given by 
L. 8S. Selling, also of Detroit. Selling wonders why 
medical practitioners have virtually permitted the 
testing of the physical capacity of motor-car drivers 
to pass beyond their control. He remarks that 
certain physical examinations, particularly of the 
eye, should be carried out by members of the medical 
profession, for the question is not merely one of 
elimination of the unfit, but, as may sometimes be 
possible, of striving to make some of these drivers 
safe by correcting their physical defects. He does 
not regard the general physical condition as 
extremely important, but suggests that it would be 
desirable for medical practitioners to furnish cer- 
tificates of fitness when doubt arises. It might also 
be possible to have‘a periodical investigation of the 
physical condition of certain types of driver, as is 
now often done with diabetics. Selling points out 
that in the eye examination careful tests of visual 
acuity should reveal not only gross defects of vision 
and refraction, but also the existence of muscular 
imbalance or impaired stereoscopic vision. Certainly 
it would seem wise to advocate special examina- 
tions of those drivers who have been found prone 
to have traffic accidents. Another field in which the 
medical practitioner would be of help is in detecting 
mental deviations, and there certainly is a case to 
be made out for the application of psychological 
tests to some of those who have had either a more 
or less inexplicable traffic accident or who appear 
to be chronic violators of the law. 


9 ake Journal of the American Medical Association, January 
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Abstracts from Current 
Medical Literature. 


OPHTHALMOLOGY. 


Correction of Ptosis by Two Strips 
of Fascia Lata. 


J. A. Macnus (The British Journal 
of Ophthalmology, August, 1936) 
describes Lexer’s method of operation 
for ptosis. Two strips of fascia lata 
are obtained, 25 by 3 millimetres, 
and silk sutures are passed through 
each end, that for the lower being 
double armed. Two incisions one 
centimetre long are made in the line 
of the eyebrow, the inner at the junc- 
tion of the inner and middle thirds, 
the outer between the middle and 
outer thirds. The skin is undermined 
upwards for six to eight millimetres 
to expose the frontalis. Two tunnels 
are now made between the skin and 
orbicularis in a downwards and con- 
verging direction towards the lid 
margin, where a counter incision is 
made three to four millimetres above 
the margin. An aneurysm needle is 
passed from above downwards 
through the tunnel and threaded with 
the suture of the graft. The aneurysm 
needle is withdrawn with the strip 
and the latter is left in position. The 
lower end of the graft is sutured to 
the margin of the skin wound and 
the latter is closed with the same 
suture. The upper ends of the strips 
are pulled up to form a palpebral 
furrow and the margin of the lid is 
brought to within three millimetres 
of the upper corneal margin, the eye 
being in the primary position. The 
lid is retained in the desired position 
by stitching the strips with double- 
armed catgut sutures to the lower end 
of the frontalis muscle. The ends of 
the strips are then trimmed and the 
wound is closed with silk sutures. As 
contraction follows, the effect is 
increased, so it is important not to 
pull the lid up too high. It is suf- 
ficient if the lid margin is on a level 
with the upper fifth of the pupil. 


Retrobulbar Injection of Anzsthetic 
within the Muscular Cone. 


W. S. Atkinson (Archives of Oph- 
thalmology, September, 1936) describes 
a method of anesthetizing the eye 
prior to operation. An intradermal 
wheal is raised a short distance below 
the inferior temporal margin of the 
orbit with a 2% solution of procaine 
hydrochloride and epinephrine. The 
patient is directed to look upwards 
and to the opposite side. A 35 
needle is introduced through the 
wheal and the skin is moved upwards 
with the needle so that the point just 
clears the inferior orbital rim. The 
needle is then directed upwards and 
inwards between the external and 
inferior rectus and advanced towards 
the apex of the orbit for a distance of 
2-5 to 3-5 centimetres. As the needle 
advances, a small quantity of solution 





is injected. From one to two cubic 
centimetres are injected. For enuclea- 
tions, three cubic centimetres or more 


» may be injected. By this means all 


the sensory nerves to the eyeball are 
blocked. The rectus superior requires 
as well an injection through the 
upper cul-de-sac. Only three to four 
millimetres of conjunctiva around the 
cornea are desensitized by the intra- 
conal injection. The remainder, if 
inflamed, requires a subconjunctival 
injection. Within the muscular cone 
are all the motor nerves except the 


trochlear, naso-ciliary or nasal nerve, - 


long and short ciliary nerves, ciliary 
ganglion and the optic nerve. 


The Use of Callahan Tubes in 
Dacryocystitis. 

Since reading a paper by John F. 
Callahan in 1925, entitled “Restora- 
tion of Lacrimal Passage after 
Excision of the Sac”, C. N. Spratt 
(American Journal of Ophthalmology, 
July, 1936) has used nothing but 
Callahan tubes in the treatment of 
lachrymal obstruction and chronic 
dacryocystitis. The operation can be 
completed under nitrous oxide anzs- 
thesia in three to five minutes. The 
lower canaliculus is slit and the duct 
is rapidly dilated with a three to four 
millimetre Theobald probe (number 
12 to 16). Measurement is made on 
the probe as it rests on the floor of 
the nose, beneath the lower turbinate 
bone. The tube is cut to the proper 
length and inserted over the Theobald 
probe, which is withdrawn. The tube 
is left in place for six months or a 
year. 


Superior Rectus Fascia Lata Sling 
in the Correction of Ptosis. 


C. A. Dickey (American Journal of 
Ophthalmology, August, 1936), in his 
operation for ptosis, uses a four-inch 
strip of fascia lata passed under the 
exposed superior rectus tendon. An 
incision in the eyelid exposes the 
upper margin of the tarsus, and a 
fuller incision of five millimetres is 
made into the conjunctival sac. The 
fascia lata strips are brought through 
this opening and pulled down over the 
tarsus, to which they are fixed by a 
double-armed white silk mattress 
suture on each side. 


Treatment of Optic Atrophy. 


H. Lauper (Archives of Ophthal- 
mology, October, 1936) observed that 
the vascular tension in the retina of 
tabetic patients with optic atrophy 
was low, especially the diastolic pres- 
sure. The normal systolic pressure in 
the retinal vesicles is between 70 and 
88 millimetres of mercury, and the 
diastolic between 40 and 56 milli- 
metres of mercury. The lowest level 
(40) is 14 millimetres above the 
highest normal intraocular tension, 
namely, 26. This is the necessary 
condition for normal circulation in 
the capillaries of the retina. If the 
intraocular tension is increased, as in 
glaucoma, the difference between it and 
the capillary pressure is diminished 





and the retinal elements and nerve 
fibres will suffer. Low diastolic pres- 
sure in the retinal vessels will react 
in a similar way. A man of 70, with 
a previous history of syphilis and 
tabes dorsalis, was treated with 
iodides for high general blood pres- 
sure. There was improvement in the 
general condition, but the atrophy 
advanced in his optic nerves. The 
prevention of optic atrophy is impor- 
tant. In the treatment of syphilis 
and tabes dorsalis, lowering of blood 
pressure should be watched for and 
detected and suitable measures 
applied. Medication for syphilis 
should be avoided during periods of 
low blood pressure. 


‘Gold Foreign Bodies in the Cornea. 


C. E. McDANNALD (Archives of Oph- 
thalmology, September, 1936) relates 
the case of a man who had boiled 
gold in aqua regia for five minutes to 
reduce it to a fine powder. After 
cooling, the gold was washed with a 
60% solution of ammonia and then 
water, and placed in a glass to dry. 
Next morning, while the patient was 
stirring the contents of the glass with 
a steel rod to break up some of the 
clumps, an explosion took place. It 
seems that a fulminate of gold had 
been formed. A multitude of fine 
particles of gold were embedded 
beneath Bowman’s membrane. They 
were too numerous to pick out. The 
corner tolerated the gold very well 
and the patient suffered nothing but 
some diminution of visual acuity. 


Operation for Retention of Artificial 
Eye after Exenteration. 

E. Gotpstern (Archives of Ophthal- 
mology, September, 1936) describes 
the following operation for retention 
of an artificial eye after exenteration. 
The remains of the upper and lower 
lids are separated from the bony 
margin of the orbit. The bare area 
of bone and the posterior surface of 
the lids are covered by Thiersch 
grafts. Three weeks later the lids 
are divided on their margins from 
the inner to the outer canthus and 
the dissection is carried almost to the 
margins of the orbit, giving the effect 
of four lids. Into the sulcus Thiersch 
grafts are inserted by means of a 
dental mould. The eyelashes should 
be retained if this is feasible. 


OTO-RHINO-LARYNGOLOGY. 


“Neosynephrin Hydrochloride” in 
Oto-Laryngology. 

WruiAM MM. FirzHuGH, JUNIOR 
(Archives of Otolaryngology, October, 
1936) introduces to the oto-laryn- 
gologist ““Neosynephrin hydrochloride”, 
a new vaso-constrictor which some 
pharmacologists believe to be superior 
to epinephrine and ephedrine for local 
intranasal application. “Neosynephrin” 
is chemically related to epinephrine 
and ephedrine. “Neosynephrin hydro- 
chloride” is superior to epinephrine 
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hydrochloride and ephedrine hydro- 
chloride as a cardio-vascular stimu- 
lant. It is as good as, but not superior 
to, epinephrine hydrochloride in 
increasing .the efficiency of infiltra- 
tion anesthesia. “Neosynephrin hydro- 
chloride” has no effect on the blood 
sugar content, nor does it protect the 
animal from allergic reactions. It is 
less toxic than epinephrine hydro- 
chloride or ephedrine hydrochloride. 
On topical application ‘“Neosynephrin 
hydrochloride” produces constriction 
of longer duration than that caused 
by ephedrine hydrochloride, and there 
are no apparent undesired effects. 
From the fifteen cases reported in this 
paper, in which the Proetz displace- 
ment was used for therapy, it would 
appear that a 0-125% solution of 
“Neosynephrin hydrochloride” does 
not prolong vaso-constriction any 
longer than a 025% solution of 
ephedrine hydrochloride, but in 
certain cases it is less toxic. 


Late Results following Operation for 
Carcinoma of the Larynx. 


EpwIn N. Broyies (Archives of Oto- 
laryngology, October, 1936) gives the 
results of all the operations for car- 
cinoma ef the larynx performed 
between 1912 and 1932 at the Johns 
Hopkins Hospital. Four of the 26 
patients operated on in the period 
between 1912 and 1932 could not be 
followed after they left the hospital. 
Of the 22 others, seven are alive, 
including one patient who had a recur- 
rence in the glands of the neck nine 
years after laryngofissure was per- 
formed. One patient was alive and 
well four years after laryngectomy, 
but could not be followed later. Of 
the thirteen patients on whom 
laryngofissure was performed and 
who could be traced, three are alive 
and well, and one is alive, with recur- 
rence in the glands of the neck. In 
all the cases in which a recurrence 
developed there was a fistula in the 
operative scar. Two patients who had 
fixation of the vocal cord were not 
helped by laryngofissure, both show- 
ing early recurrence. This was also 
true of a case in which the growth 
was located posteriorly on the vocal 
cord. Four patients who did not show 
a recurrence died of carcinoma of 
other parts from five to seventeen 
years after operation. Two of the 
eight traced patients who underwent 
laryngectomy are alive and _ well. 
Laryngectomy was performed with 
little benefit on two patients who 
showed recurrence after laryngo- 
fissure, one patient dying after opera- 
tion and the other dying of involve- 
ment of the glands of the neck. The 
known deaths in this group, with one 
exception, were due either to opera- 
tion or to a_ recurrence which 
developed within two years. True 
results of operations for cancer of the 
larynx are best learned from a careful 
study of the late results, which include 
the entire life of the patient. It is 
desirable, when possible, to preserve 
the voice and the larynx, but this 
desire should not influence the 








operator when there is any doubt that 
the entire growth can be removed 
except by laryngectomy. Although all 
the patients réceived post-operative 
radiation and some received extremely 
large doses, this did not prevent the 
development of recurrences or of new- 
growths in adjacent parts. All the 
patients who survived the operation 
and who are known to have died, 
with one exception died of cancer 
either as a recurrence or in some 
other part of the body. The only 
cases in which a “cure” was obtained 
were those in which careful operative 
removal of the entire tumour was 
carried out, followed by radiation 
treatment. The danger of hoarseness 
and the imperative need for early 
operation must continue to be stressed 
both to the members of the medical 
profession and the laity, as early 
diagnosis and operation are necessary 
for the successful treatment of cancer 
of the larynx. 


Chronic Sinusitis: The Endemic 
Focus and Carrier of the Common 
Cold. 

Epwarp Ceci, SEWALL (Archives of 
Otolaryngology, October, 1936), in a 
discussion on chronic sinusitis, states 
that it is mecessary to trace the 
development of the morbid changes 
associated with chronic sinusitis and 
to follow the clinical behaviour of the 
disease to appreciate its association 
with the origin and epidemicity of the 
common cold. Allergy and biochemical 
factors may build in the sinus an 
cedematous, reticulous type of mucosa 
favourable to subsequent invasion by 
bacteria pnd their protracted estab- 
lishment The common cold depends 
for its severity or benignity on the 
character of the mucosa. , The extio- 
logical significance of the Strepto- 
coccus hemolyticus is not denied by 
the importance of a virus. The “false 


cold” is an exacerbation of chronic 
sinusitis. It confers no immunity. 
The “true cold” may occur in a 


person with chronic sinusitis without 
any outside contacts. He may thus 
start an epidemic. The true cold con- 
fers a definite immunity of from six 
months to a year. The chronically 
infected sinus is the endemic focus 
and carrier of the common cold. The 
chronically infected sinus is the 
source of the streptococcus. 


Septic and Aseptic Types of Throm- 
bosis of the Cavernous Sinus. 


W. E. Grove (Archives of Oto- 
laryngology and Otology, July, 1936) 
discusses septic and aseptic types of 
cavernous sinus thrombosis and gives 
the history of four cases. He con- 
cludes that there are septic and 
aseptic types of thrombosis of the 
cavernous sinus. The aseptic types are 
caused by penetrating injuries involv- 
ing the sinus, by accidental injury 
to the sinus during an operation in 
its neighbourhood, and by fracture of 
the skull and injury to the head. In 
this group must also be included the 
marasmic types of thrombosis. In the 
septic types, in which the thrombosis 








or thrombophlebitis reaches’ the 
cavernous sinus by way of its afferent 
vessels, the mortality is practically 
100%. In those cases in which the 
condition is septic and of the 
restrained or chronic compensatory 
type, in which the thrombotic process 
reaches the cavernous sinus by retro- 
grade action along its efferent vessels, 
there is some hope of recovery. The 
percentage of recovery from all types 
of thrombosis of the cavernous sinus 
is probably not greater than 7. The 
percentage of recovery from the purely 
aseptic types is considerably higher 
than this. Operations on the cavernous 
sinus have been extremely disappoint- 
ing and have shown poorer results 
than non-operative treatment. When 
the thrombosis originates from a 
septic source the focus should be 
vigorously treated and _ eradicated. 
The cavernous sinus itseif should be 
left alone. As an exception to this 
general statement, it would seem that 
ligation of the carotid artery, as pro- 
posed by Eagleton, might prove 
beneficial. 


Inflammatory Tumours of the True 
Vocal Cords. 


GasprieL Tucker (The Journal of 
Laryngology and Otology, September, 
1936) gives his observations on the 
diagnosis and treatment of a series of 
eases of inflammatory tumours of the 
larynx. Chronic inflammatory tumours 
of the true vocal cords tend to 
increase in size because of the func- 
tional activities of the cords. A vicious 
circle is set up in which local irrita- 
tion, increase in size of the tumour, 
and »over-acting musculature of the 
larynx become important etiological 
factors. Restoration of the normal 
contour of the cord by direct laryngo- 
scopical removal of the tumours and 
by voice training to restore the normal 
muscular action will eliminate the 
vicious circle and restore the larynx 
to normal in most cases. The micro- 
scopic examination of the _ tissue 
removed by direct laryngoscopy pro- 
vides a histological basis for diagnosis. 


Moccasin Snake (Ancistrodon Pisci- 
vorus) Venom Therapy for 
Recurrent Epistaxis. 


JosepH L. GortpMAN (Archives of 
Otolaryngology, July, 1936), in a 
clinical study, illustrates the beneficial 
effect of moccasin snake venom in the 
treatment of recurrent’ epistaxis. 
Forty-two patients with recurrent 
epistaxis without any form of blood 
dyscrasia were treated with sub- 
cutaneous injections of moccasin 
snake venom. The patients could be 
grouped according to the following 
sources of bleeding: (i) telangiectasis 
of the nasal septum, (ii) ulceration 
of the nasal septum, (iii) bleeding 
without a visible source, and (iv) 
hemangioma of the nasal septum. No 
other adjuvant treatment was given. 
The venom therapy was effective in 
practically all instances either in com- 
pletely arresting and controlling the 
nasal bleeding or in greatly diminish- 
ing its amount and frequency. 
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British Wevdical Association Mews. 


SCIENTIFIC. 


A meEEtTING of the New South Wales Branch of the 
British Medical Association was held on November 26, 
1936, at the Robert H. Todd Assembly Hall, British Medical 
Association House, 135, Macquarie Street, Sydney, Dr. 
E. H. M. Srepuen, the President, in the chair. 


Vaginal Discharges. 


Dr. R. I. Furper read a paper on vaginal discharges. 
He said that he proposed to restrict the scope of this paper 
to the treatment of discharges of an inflammatory nature 
and to exclude acute venereal and puerperal conditions. He 
had endeavoured to classify vaginal discharges on an 
anatomical basis, under the headings of Fallopian tubes, 
endometrium, cervix, vagina and vulva. It was clear, 
however, that although one point of origin might be the 
dominant focus, a second site, or even all the sites men- 
tioned, might be more or less involved. 

The most important and serious causes of discharge 
were the various tumours, benign and malignant, of the 
genito-urinary tract; this fact had been stressed by all 
teachers and writers on the subject. Yet it was frequently 
overlooked and the life and health of women were still 
being jeopardized through neglect of vaginal or rectal 
examination. 

Dr. Furber said that the Fallopian tubes normally 
secreted a thin alkaline and watery fluid. The interstitial 
portion was very narrow, having a diameter of only 0-5 
to 1-0 millimetre, and, when inflamed, it was readily 
blocked up by the swelling of the mucosa and of the 
adjacent uterine tissue. As a consequence, discharge from 
a pyosalpinx escaped into the uterus only in the rarest 
instances; Dr. Furber had. never seen this occur. Even in 
a simple catarrhal inflammation, when the organisms were 
of low. virulence, when the mucosa was swollen but little, 
and the exudate was thin and watery, the interstitial end 
of the tube was blocked and a hydrosalpinx resulted. 
Very rarely the hydrosalpinx emptied itself spasmodically, 
and the condition was then termed hydrorrhaa tube 
intermittens. The treatment for each condition was 
salpingectomy. 

Dr. Furber pointed out that tubal adenocarcinoma caused 
a pinkish discharge in about 33% of cases, and also that 
primary tubal papilloma was a very rare cause of dis- 
charge. Tuberculous salpingitis did not cause discharge 
until the condition involved the uterine endometrium, when 
it came under the heading of tuberculous endometritis. 

Sinuses or fistule might be found in any part of the 
genital or lower urinary tract; they were due to tumours, 
trauma or inflammation, and the treatment was that 
appropriate to the individual condition. It was important 
that tuberculous abscesses in the pelvis should not be 
drained per vaginam or in any other way, as this invari- 
ably led to chronic fistula, most obstinate and difficult to 
cure. Dr. Furber had seen several patients in whom 
posterior vaginal celiotomy had been performed for non- 
tuberculous abscesses with persistent sinuses or fistule; 
but these conditions all responded to full dilatation of the 
sinus or removal of the causal lesion. Usually this causal 
lesion was a pyosalpinx or a pelvic abscess; but in one case 
it was a ruptured appendix, and in another a suppurating 
ectopic pregnancy, stripping up the recto-vaginal septum 
and presenting close to the vaginal inlet where it had 
been evacuated. $ 

Leucorrheal discharge from the body of the uterus, when 
of any degree, was usually the result of tumours, tuber- 
culous endometritis or acute gonorrheal or puerperal 
infections. 

In the group of conditions comprising subinvolution, 
fibrosis uteri and metropathia hamorrhagica, the discharge 
was so slight as to be difficult to observe clinically, par- 
ticularly when associated, as it usually was, with other 
pelvic lesions. The discharge was so unimportant a factor 
that no particular need existed for its specific treatment. 





Dr. Furber mentioned the work of Cullen and Curtis. 
He said that Cullen, in 1898, found endometritis in only 
3% of all pathological specimens and stated that the body 
of the uterus above the level of the internal os rarely 
yielded evidence of chronic infection. It appeared that the 
infection of the uterus called chronic endometritis was 
practically to be ruled out as a clinical entity. Curtis's 
investigation of the endometrium showed: (i) That it 
was free from organisms in the normal nullipara or 
multipara. (ii) That in chronic and subacute pelvic infec- 
tions, usually with associated lesions, the endometrium 
was infected in about 15% of cases, and in half of this 
15% the infection was gonococcal. (iii) That the use oi 
instruments immediately introduced organisms into the 
uterus. 

Dr. Furber said that, apart from clinical considerations, 
there was considerable debate and uncertainty still as to 
the criteria necessary for even a microscopic diagnosis of 
chronic endometritis. He had always found it difficult 
to be certain that any particular discharge was of endo- 
metrial origin. Chronic endometritis was best treated by 
the curette; but as it was so difficult to arrive at an 
accurate diagnosis and as there were so many other more 
likely causes of the discharge, in the majority of cases 
curettage was a failure. Still, curettage was to be employed 
in selected cases, and particularly as an addition to some 
other operation. Other intrauterine manipulations directed 
against supposed chronic endometritis had been discarded, 
and treatment should aim chiefly at improving the patient's 
general health. The Grafenberg ring and the wish-bone 
pessary were at the best inefficient contraceptives, produc- 
tive of discharge and to be utterly condemned. 

Dr. Furber said that senile endometritis was much 
commoner and more decided in its characteristics than 
the endometritis of the child-bearing period. Along with 
the general genital atrophy of the menopause, the endo- 
metrium normally became thin, fibrotic and cystic and 
was very liable to infection. It underwent true inflam- 
matory changes, with foci of suppuration and abundant 
plasma cells in the stroma, and a tendency to destruction 
and desquamation of its epithelium. This resulted in a 
cavity lined by vascular granulation tissue. The discharge 
was sometimes blood-stained and offensive, and was so 
similar to that from corporeal carcinoma that the diag- 
nosis had to be absolutely accurate. Treatment consisted 
in gentle curettage, extreme care being needed to avoid 
perforation of the uterus. If this failed to cure the 
condition or if there was the slightest possibility of the 
presence of a neoplasm, hysterectomy was clearly indicated. 

In discussing discharge from the cervix, Dr. Furber said 
that the normal cervical secretion was a mucoid, glairy 
fluid, alkaline in reaction and produced by the cervical 
endometrium and glands. Pathological cervical discharges 
could be considered according to their cause, their acute- 
ness or their site of origin; and the treatment varied 
accordingly. Acute cervicitis should be treated by rest 
and frequent douches with bland antiseptic lotions, or 
with tampons soaked in medicated glycerine, topical 
applications and instrumentation being severely avoided. 

Erosion, chronic cervicitis and cervical lacerations might 
be associated, and their treatment depended on the 
character and extent of the lesion, as well as on such 
factors as age, parity and social state of the patient. if 
the cervix was not severely lacerated, and if there seemed 
to be any likelihood of relief by such simple measures as 
topical applications and douches, these should be given an 
earnest trial. These methods had gone out of fashion in 
recent years, but the pendulum seemed to have swung too 
far from the time when all cervices were tortured with 
continuous paintings. The swing perhaps was due to the 
fact that the treatment had been given in unsuitable cases 
and had been carried on long after the possibility of cure 
had passed. 

Dr. Furber said that the cervix should be carefully cleansed 
of secretion with liquor potassa or peroxide of hydrogen, 
preferably the latter; also with a spiral-tipped applicator 
wrapped with cotton wool a selected medication was applied 
to the portio and to the cervical canal, if that was 
involved. Opinions varied as to the best application to be 
used, but Dr. Furber preferred Bonney’s blue. This, like 
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all the dyes, had a great penetrating and germicidal power, 
and was not irritating when used for cervical or vaginal 
application; but it did cause smarting for two or three 
minutes when applied to the vulva. Bonney’s blue, made 
according to Martindale’s formula, was just twice too 
strong, and in the Australian Pharmaceutical Formulary 
methylated spirit was substituted for Spiritus Vini 
Rectificatus. Dr. Furber had frequently given Bonney’s 
blue to be injected twice a day with a small glass syringe 
without causing any discomfort to the patient. 
Mercurochrome in solutions up to 10%, acriflavine or 
picric acid (saturated solutions) might be tried. Solutions 
of the silver salts argyrol (20%) or protargol (5%) were 
also valuable and not irritating. Silver nitrate had stood 
the test of time and was excellent, but should be used 
with the greatest care, a dry pledget of wool or gauze 
being packed behind the cervix to catch any surplus. 


Douches should be used by the patient at home regularly 
and thoroughly, and the best apparatus was the ordinary 
can and tube, but the Higginson type of syringe was 
efficient. The douche should be administered with the 
patient in the dorsal or reclining position, as the normal 
apposition of the vaginal walls in the squatting position 
prevented the access of the douche fluid to the cervix and 
fornices. The labia should be closed with the fingers round 
the douche nozzle for a short time, to cause ballooning 
of the vagina by the solution. The nozzle of the whirl- 
spray type of syringe could be passed right up to the 
cervix, and though this syringe was not as efficient on the 
whole as the others, it was of value when conveniences 
for using the others were not available. Douche nozzles 
should be from half to three-quarters of an inch in 
diameter, with the apertures laterally placed, to avoid the 
risk of injecting directly into the cervical canal. 


Dr. Furber said that he had frequently tried to inject 
solutions of iodine into recently removed uteri with a 
powerful aural syringe, using the greatest force possible 
from half an inch away; he succeeded on only one 
occasion. The result was tested by opening the uterus 
subsequently and pouring in thin starch. 


It was important that solutions should be mixed before 
being placed in a douche can, as otherwise the medica- 
ment might be delivered in a very concentrated form. 


The douche prescribed by Kelly was applicable to almost 
all requirements, since it was so easily varied by sub- 
stituting sodium bicarbonate for any part of the boracic 
acid when a soothing lotion was required, or alum when 
an astringent was needed. Potassium permanganate had 
many virtues; it was efficient, cheap, readily obtainable, 
and lacked smell, but had the defect of discoloring the 
hands, particularly when too strong a solution was used. 
Lysol was commonly used in over-concentrated solutions; 
but if this error was corrected, it was also good, more 
particularly in chronic and subacute conditions. The 
chlorine group was powerfully antiseptic, deodorant, and 
particularly valuable in clearing away sloughs. These com- 
pounds could not be used for long, as they caused a great 
deal of irritation (this should be guarded against by the 
liberal use of “Vaseline”). ‘“Calsol” had not this dis- 
advantage to the same degree. Hydrogen peroxide had 
similar qualities, but was not so powerful. It was also 
valuable to use as a preliminary injection, before either 
douches or topical applications, in order to break up and 
remove mucoid discharge. Thymol solution (1 in 1,000) 
was pleasant and refreshing and had rather astringent 
qualities. Alum was the most useful of all as an astrin- 
gent, and was widely used. The mercurial preparations 
were not very satisfactory, except for syphilitic lesions, 
since they coagulated proteins and might cause poisoning. 
Oxycyanide solution (1 in 5,000) was probably the best of 
these preparations. Dr. Furber had never found lactic 
acid to do any good. 

Douching should be carried out as far as possible 
during menstruation, as it was then that organisms 
flourished. It was sometimes difficult to persuade women 
to do this; and it was probably unwise on’days when there 
was much menstrual loss. 

Dr. Furber said that tamponage with glycerine, pure or 
medicated, was worth while. Pessaries made up with a 





glycerine or petroleum base or of the foam-producing type 
were of value in that they were easy to use. 

Sitz baths were usually recommended in_ text-books, 
but they seemed needlessly troublesome and, except in 
vulvitis of children, did not appear to have any advantage 
over douches. 


Ionization was a method that had fallen into disuse, 
but it was now being revived, with some prospect of 
success according to the literature. Dr. Furber had had 
no experience of it. 

The Elliott bag was another method of applying heat 
to the cervix, but it was cumbersome and also carried 
with it the danger of severe burns, that might not be 
noticed at the time by the patient. 

Gland treatment did not seem to be very satisfactory, 
but ovarian extract might be tried in post-menopausal 
lesions. ‘ 

Dr. Furber pointed out that a great deal of care should 
be taken in using enemata or rectal suppositories in the 
presence of discharge, for fear that it might be of gono- 
coceal origin, and thus carry with it the risk of proctitis. 
When it was necessary to use them, the perineal skin 
should be carefully cleansed with an antiseptic before 
their insertion. Advice should also be given to prevent 
infecton of the conjunctiva or of other people. 


Gentleness in all manipulations and as much rest as 
possible should be advised and, of course, complete sexual 
abstinence. Smooth diapers, frequently changed, should 
be used to absorb discharge and prevent irritation. Diet 
should be light and simple, with plenty of fluids and no 
alcohol. 

Dr. Furber said that topical treatment might be repeated 
every three or four days until it was apparent that insuf- 
ficient benefit was being derived therefrom, when, if more 
drastic treatment was deemed necessary, the use of 
cauterization or diathermy should be considered. Medical 
diathermy did not seem to have much influence on these 
chronic conditions, whatever might be said of it in acute 
or subacute gonorrhea, and it carried with it a consider- 
able risk of burns. 

Coagulation diathermy seemed to him preferable to the 
cautery, as it was under better control, the electrode was 
cold when applied, there was no danger of burning the 
vulva or vagina, and the depth of destruction was easily 
governed by the amount of current used. However, the 
cautery was used at the Johns Hopkins Hospital, so that 
which was the better was a matter of opinion. Both 
methods were used to destroy, in part, the endocervical 
glands from which the discharge came, or the erosion, 
with its subjacent glands and any Nabothian follicles; 
both methods were applied in the same way. The great 
majority of these procedures could be carried out without 
an anesthetic, but nervous women and some nullipare 
did need an anesthetic, and sometimes considerable pain 
was experienced in’ the treatment of deeply lacerated 
cervices with much scar tissue. 


When diathermy was used, a volsellum was applied to 
the anterior lip of the cervix, this usually being painless, 
and the entire area of the erosion was coagulated and any 
Nabothian follicles were destroyed. Three or four lines 
were drawn on each lip radiating from the os, when the 
cautery was used, and this usually had to be repeated 
once or twice. ‘ 

If the endocervix obviously needed treatment when first 
seen, or if treatment of the erosion had been unsatis- 
factory, an anesthetic was necessary. The cervical canal 
was thoroughly dilated and the diathermy electrode or the 
electric cautery was passed up to the internal os, pushed 
gently against the posterior wall and withdrawn so that 
there was a line of coagulation diathermy or cautery 
defect down to the external os. Similar applications were 
made laterally and anteriorly, four lines in all being made. 
This might need to be repeated once or twice. 

The depth of destruction was important. and an 
endeavour should be made to estimate it at about four 
millimetres. It was important to carry the destruction 
deeply in the middle of the canal, where the glands were 
longest, and superficially close to the internal os, where 
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the glands were shallowest. Bonney’s blue or some 
similar antiseptic was painted well into the cervix, the 
vagina was packed if there was any suggestion of bleeding, 
and the patient was allowed to go home. A mild daily 
antiseptic douche was prescribed and the patient was 
warned that the discharge would be increased for two or 
three weeks; she was also warned of the possibility of 
secondary hemorrhage. This happened but seldom and 
usually required no treatment, but might need vaginal 
packing. Stenosis had to be guarded against; a dilator 
was passed about four weeks later, and it might be 
advisable to repeat the passage of the dilator. This method 
had been used for some years at the Sydney Hospital, 
and although the possibility of stenosis was recognized, 
it had not been experienced. 

If operation was considered necessary, the choice of 
procedure would range from a plastic operation of the 
Sturmdorft or Schroder type to high amputation or 
hysterectomy. This was not the place to discuss these 
in detail, but Dr. Furber said that some facts were not 
sufficiently recognized. The difficulty alone of performing 
a cervical plastic operation on a nullipara might be very 
great indeed, and sufficient to tax anyone to the utmost. 
The dangers of secondary hemorrhage were great, and 
no matter what suture material was used, it could not 
be avoided with certainty. 

It was important, too, to avoid going quite up to the 
internal os in either operative or diathermy procedures, 
for the reason that the line of demarcation between the 
cervical and the corporeal endometria was indeterminate 
and diffuse, quite unlike the sharp line of differentiation at 
the external os. Exposure of the corporeal endometrium 
might lead to intermittent hemorrhage or repeated 
abortions. 

High amputation of the cervix was a formidable under- 
taking and not to be employed liglit-heartedly. Most 
cases in which it seemed to be indicated would probably 
be better attacked by hysterectomy, but all the same it 
had its place in treatment. 

There was a real danger of trachelorrhaphy causing 
stenosis, which might result in dystocia or even 
hematometra. The Sturmdorf operation, being the least 
likely to do this, was the operation of choice whenever 
it was otherwise suitable. A stem pessary might be used 
to maintain the patency of the cervical canal in any type 
of trachelorrhaphy. 

It was advisable to point out that curettage for cervical 
conditions was quite futile, and the reason for this was 
clear when the pathology of the condition was realized. 

Acquired benign cervical obstruction had been given 
some prominence by Curtis, and although not very common, 
it was sufficiently common to be borne in mind. The most 
pronounced symptom was a sudden gush of purulent, 
watery or blood-stained material, preceded by pelvic dis- 
comfort or pain. 

The commonest form of cervical stricture was that fol- 
lowing radiotherapy for malignant disease; and when it 
did occur, it usually caused complete obliteration of the 
canal. All that was usually required for the benign stric- 
ture was simple dilatation, but hysterectomy would usually 
be required for the post-radiation cases. 

Dr. Furber had twice encountered a somewhat unusual 
form of discharge due to a missed abortion, dry fetal 
bones being impacted in the upper part of the cervical 
canal itself. One patient, who was under treatment, had 
had continuous bleeding for five months. How long ago 
she had the miscarriage was unknown, as she denied the 
possibility of pregnancy at all. The treatment was 
removal of the bones and curettage. 

Tuberculosis of the cervix caused a muco-purulent dis- 
charge, sometimes blood-stained, suggesting a neoplasm, 
and it should be diagnosed only after satisfactory exam- 
ination of microsections had eliminated that possibility. 

It was not always easy to decide how best to attack 
cervical conditions, but Dr. Furber had a strong bias 
towards doing the least possible, on account of the diffi- 
culties and dangers of operative procedures, some of which 
he had mentioned. 

Conservatism, in Dr. Furber’s opinion, was particularly 
justifiable in the child-bearing period, but even then this 





must not be taken too far. When there was the slightest 
doubt as to the appearance of the cervix, the barest indica- 
tion of anything that suggested a precancerous condition, 
such as leucoplakia, patches from which bleeding readily 
occurred, and so on, conservatism had no part at all, and 
it was necessary to be radical, even to the point of 
ruthlessness. 

When the cervical conditions might be thought to be 
the focus of infection of rheumatoid arthritis or similar 
lesions, as it sometimes was, the treatment should incline 
to operative interference rather than diathermy; and 
operation should be so radical that the entire area of 
involvement was completely removed. 

The treatment of n“n-specific vaginitis and vulvitis was 
similar to that outlined for cervicitis. Senile vaginitis 
and the reactionary vaginitis due to radiation therapy were 
very similar, both having adhesive characteristics, even 
to the extent of complete occlusion of the vagina almosi 
down to the introitus. The treatment of either condition 
was somewhat unsatisfactory, but very gentle tamponade 
with medicated oil seemed to do good. The possibility of 
recurrent malignant disease must always be seriously con- 
sidered and excluded. 

Vaginitis and vulvitis due to thrush was quite common, 
being particularly associated with pregnancy. It responded 
readily to Kelly’s douche and a few paintings of Bonney’s 
blue. 

Vaginitis due to trichomonas had been discussed exten- 
sively during recent years, and many sudden, and usually 
very violent, cures had been vaunted. In Dr. Furber’s 
experience, some patients were readily cured by almost 
any form of treatment, but some were resistant in the 
extreme. He had been very depressed by several, who 
had gone on for upwards of a year with little improvement. 
Each one of these patients was a frail girl with very 
undeveloped genitalia, and this might have had some 
influence in lowering the resistance. There did not seem 
to be any specific treatment; but “Devagen” tablets were 
thought of highly by some and were well worth a trial. 

In the type of pruritus pudendi associated with some 
heaping up of thick, soggy epithelium, Dr. Furber had 
great respect for the virtues of silver nitrate. A good 
deal of caution should be observed in its use, however, 
and it was desirable to commence with weak aqueous 
solutions every second day and to increase the strength 
gradually. When the patient seemed able to tolerate it, 
weak solutions of Spiritus Aitheris Nitrosi should be 
substituted, the strength being gradually increased up to 
10%. The treatment could be spaced out for from four 
to ten days. The condition itself was due to a structural 
change of the nature.of leucoplakia, so that treatment 
short of vulvectomy was merely palliative. 

Discharge from the glands of Bartholin was very diff- 
cult to eradicate, and Dr. Furber was more and more 
inclined to excision, particularly when it was likely that 
the condition had a gonorrheal origin. For chronic 
urethral discharge irrigations and dilatations should be 
tried, but it was frequently necessary to destroy Skene’s 
glands, particularly with coagulation diathermy. This 
again sounded easy, but it might be very difficult to find 
the aperture and insert a needle into the duct. 


Dr. A. H. Tessutr said that the vagina was lined by 
stratified squamous epithelium and contained no secretory 
glands, but there was good evidence that a transudate 
from the vaginal wall was added to the desquamating 
squamous epithelium to form the normal scanty whitish 
vaginal secretion. The cervical canal, on the other hand, 
contained numerous mucous glands, which normally 
appeared not to be very active and which added but little 
to the vaginal secretion. Their secretion was mucoid, 
viscid and tenacious.. The endometrium of the uterine 
body contained, of course, an enormous epithelium-lined 
glandular area, but the cells were not the mucus-secreting 
type of gland cell and were mainly occupied with cyclic 
anatomical change under hormonal control. The secretion 
that might be found was said to be of a watery consistency. 

The reaction of the different secretions was of interest 
and importance. That of the vagina contained lactic and 
other acids, which appeared to be due to fermentation of 
the glycogen present in the epithelial cells by the vagina 





whitis 
dischéz 
lent, 

charg 
and il 
infect 
coccus 
infect: 
rheurm 


In 
sangu: 
body, 
Dr. T 
the vs 
one ¢ 
which 
myceli 
least | 
scopic 
Oidiun 

Dise 
it was 
both i 
in the 
been h 
was ni 
either 
sure € 
Gram’s 
necessi 
morphi 
blood ¢ 
he em; 
he had 
vagina 
tion wi 
of the 


was 


Marcu 27, 1937. 


THE MEDICAL JOURNAL OF AUSTRALIA. 487 





pacillus, the bacillus of Déderlein, a member of the 
acidophilus group. The pH of the vaginal secretion was 
about 4-5. The cervical secretion was said to have 
normally a pH of 8-0 to 9-0 and was free from the vagina 
pacillus. The endometrial secretion was also slightly on 
the alkaline side. 

The bacterial flora of the vulva was, of course, very 
varied and casual, even in the absence of infection. 
Topley and Wilson stated that staphylococci, diphtheroid 
pacilli, enterococci (or fecal streptococci), sarcine and 
coliform bacilli were the commonest types in cultures, but 
yeasts and Oidiwm or Monilia might also occur, and also 
various anaerobes. The normal vagina, on the other hand, 
contained few types, and cultures on ordinary aerobic 
media might be sterile, the vagina bacillus requiring 
anaerobic cultivation. There might be in addition normally 
one Or more other non-pathogenic types, for example, 
diphtheroid bacilli, Gram-positive micrococci, yeasts and 
enterococci or fecal streptococci (non-hemolytic). The 
yaginal secretion was bactericidal, and‘certain introduced 
types of bacteria had been found to be non-recoverable 
after about one day. Topley and Wilson stated that this 
could not be attributed simply to the acid reaction, for 
even alkaline vaginal secretions had been found bacteri- 
cidal for many species. Immediately after parturition the 
secretion was said to lose this important character. The 
normal cervical mucous secretion was said to be sterile. 
Certainly few bacteria were present. The endometrium 
of the body was said to be free from bacteria. 

It was difficult to draw a sharp distinction between 
secretions and discharges, or to define the term leucor- 
rhea, which was used rather loosely. The discharges that 
a pathologist was called upon to investigate were: (i) the 
muco-purulent discharge of acute gonorrhea; (ii) the 
whitish to greyish-yellow and often foamy and profuse 
discharge of trichomonad infection; (iii) the less puru- 
lent, more mucoid, chronic and rather uninteresting dis- 
charge, which appeared to be mainly cervical in origin 
and in which it might be a question of chronic gonococcal 
infection or of finding some bacterium, usually a strepto- 
coccus, that might be thought to inhabit a focus of 
infection from which distant lesions arose, usually of the 
rheumatic group. ‘ 

In addition to these there were the malodorous or 
sanguineous discharges of newgrowths of the cervix and 
body, which rarely came as such to a pathologist. Again, 
Dr. Tebbutt had met with definite fungus infections of 
the vagina, which might be associated with pruritus; in 
one case a definite whitish membrane had been found 
which consisted of squamous epithelium packed with 
mycelium and spores of one of the epidermophytons. At 
least it seemed to him that the fungus had the micro- 
scopic characters of an epidermophyton rather than of 
Oidium. 

Discussing laboratory diagnosis, Dr. Tebbutt said that 
it was well known that the gonococcus should be sought 
both in the urethra after pressure on Skene’s glands, and 
in the cervix, or, failing a good view of the os, as had 
been his difficulty in some cases, in the vaginal vault. It 
was not good enough to stain films with methylene blue 
either in the male or female; in fact, Dr. Tebbutt was 
sure errors were made with a single staining method. 
Gram’s method was essential to correct diagnosis. It was 
necessary to find Gram-negative diplococci of typical 
morphology. Dr. Tebbutt had also found that cultures on 
blood agar plates from these situations were of value, and 
he employed them almost always. In one case recently 
he had cultivated gonococci both from the urethra and 
vagina in a doubtful contact, though microscopic examina- 
tion was negative and inspection showed no inflammation 
of the mucous membranes and no discharge. He had to 
confess, however, that the primary cultivation of gonococci 
was not a simple problem, and he could not guarantee 
to cultivate them invariably when they appeared to be 
Present microscopically, so that the microscopic examina- 
tion could by no means be neglected, though he had seen 
&@ contrary opinion from London. The complement fixation 
test was not under discussion. 

The Trichomonas vaginalis was a flagellate protozoon 
whose only known habitat was the human vagina. It 





multiplied by fission and did not become encysted. Its 
characters were doubtless well known to those present. 
Dr. George Heydon had told Dr. Tebbutt that there were 
no more than racial or subspecific differences between the 
Vaginal and the intestinal trichomonad. It had been dis- 
puted that the vaginitis and the discharge from an inflamed 
vaginal wall, sometimes pink with hyperemia, and 
granular, were due to this protozoon, but the microscopic 
picture—numerous active flagellates, pus cells and 
epithelial squames—was a striking one in some cases. 
Similar but perhaps stronger doubts were still held as 
regards intestinal flagellates such as Giardia or Lamblia. 
The reaction of the discharge was said to be acid, though 
less acid than the normal secretion. Sherman gave the 
pH as from 5-0 to 6-0, and he stated that if the pH was 
over 6-0, the discharge was probably cervical; if it was 
under 5-0, the discharge was entirely vaginal and not 
gonococcal. Colorimeters had been used, apparently as 
aids to diagnosis, but it seemed to Dr. Tebbutt that it was 
still necessary to look for or to seek to exclude the 
offending diplococcus, flagellate or fungus; also gonococci 
and trichomonads might both be present. The trichomonad 
was best looked for in the living motile state. A capillary 
pipette withdrew some discharge which was put under a 
coverslip, or less neatly it might be taken off the speculum 
with a pipette, platinum loop or swab-stick and placed 


under a coverslip. If thick, it might be diluted with 


normal saline solution. Dr. Tebbutt had found them on a 
swabstick withdrawn from the vagina some little time 
before; but drying should be prevented. Assinder at 
Birmingham found the dark ground method better than 
direct illumination. 


Fungus should be looked for in a wet preparation, but 
any membrane should be detached and examined also in 
a 10% solution of caustic potash. 


With regard to the corporeal endometrium, Dr. Tebbutt 
had no knowledge of any discharges but those following 
parturition or miscarriage, or in the newgrowths as men- 
tioned above, though the gonococcus doubtless infected the 
endometrium to a variable degree in the acute phases. Its 
effects were seen higher up in the Fallopian tubes. Chronic 
infective endometritis seemed to be a rarity. At any rate 
Dr. Tebbutt had been struck by the absence of significant 
histological evidence of infection and inflammation in 
curettings and after hysterectomy for various conditions. 
And this brought him to the hormonal relations of genital 
secretions and discharges, which were doubtless of some 
importance but which belonged at present to the gyne- 
cologist’s sphere. The question of infection was, however, 
dominant in vaginal discharges. 


Dr. LoRNA BEVERIDGE referred to Dr. Furber’s remarks 
about the discharge in pyosalpinx draining through the 
uterus. She had seen three cases during thirteen years 
of practice. In the first the infection was streptococcal 
and in the other two it was gonococcal. The first patient 
had been in good health for the past eight years. The 
other two patients came to operation when the condition 
was such as was usually found in pyosalpinx. 


Secondly, Dr. Furber had said that the discharge in 
subinvolution of the uterus was slight. Dr. Beveridge 
thought that it could be considerable; it was generally 
owing to the discharge that the patients sought advice. 

The treatment of cervicitis by douching and painting 
had fallen into disrepute because something more 
dramatic was now used. If douching was used, it was 
necessary to explain to the patient how much fluid to 
use; she must be told to lie down for its administration; 
and if the solution was as hot as 120° F. the perineum 
should be greased. In cervicitis the patient should be 
carefully examined and should come to the surgery as 
regularly and as frequently as required. The health of 
these patients improved so much with the clearing up of 
cervicitis that Dr. Beveridge thought that an infected 
cervix must act like toxic tonsils... The association of the 
hemolytic streptococcus in the tonsils and the cervix was 
remarkable. 

The rectum was usually infected in cases of gonorrhea, 
the percentage being about 50. Smears were not so useful 
in the diagnosis of this condition. 
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Dr. Beveridge thought that trichomonas vaginitis 
yielded best to alteration in treatment. The vagina was 
painted with Bonney’s blue until the condition was s0 
improved that the patients could carry on their treatment 
at home. The blue was used because it showed up the 
lesions and because it produced a feeling of heat in the 
vagina. Dr. Beveridge had only once used hexyl resorcinol 
treatment, in a patient over fifty years of age, and then 
without success. Nor had she had much success with 
the powder insufflation method. One useful method was 
to pack the vagina with gauze soaked with glycerine and 
Bonney’s blue. Salt solution, 20%, was also useful. But 
the Trichomonas vaginalis was found in patients with 
no leucorrhea and in whom the vagina was otherwise 
normal. Trichomonas vaginalis was found also in the 
husbands’ prostates. Dr. Beveridge referred to a girl, 
aged eighteen years, with a discharge, in which no gono- 
cocci could be found, but which was teeming with 
Trichomonas vaginalis; these organisms had probably 
been conveyed by sexual intercourse. The discharge 
appeared six days after coitus. The only place to examine 
these patients was in the surgery at the first visit; and 
fresh films should always be examined microscopically. 
On the first visit the patient would not be expecting to be 
examined; if she did expect to be examined she would 
prepare herself and the organism might be lost. Dr. 
Beveridge mentioned two or three patients in whom the 
erganisms had been found after hysterectomy. She did 
not know why the operation was done. The condition was 
difficult to clear up and the urinary symptoms were 
marked. 


Dr. RatpH Worratt said that he was not going to 
praise any of the speakers, because he was sure that they 
all felt their responsibility to lay the results of their 
work before the profession. He said that a great many 
organisms found in the vagina were not. doing any harm; 
but they often became pathogenic owing to mixed infection 
or trauma. There were three main types of vaginal dis- 
charges. The first type was from the girl who was a 
virgin, suffering from hypersecretion, with erosion of the 
cervix, who could be cured easily by cervical curetting 
and any caustic, such as varbolic acid. Yet the condition 
was a real trouble to these girls and was rather of the 
nature of an adenoma similar to post-nasal adenoids. 
The second type was gonorrheal, and the third was 
trichomonas vaginitis. The third did not invade the 
urethra or Bartholin’s glands. 

In regard to treatment, little had been said of Spiritus 
Atheris Nitrosi and silver nitrate, which Dr. Worrall 
himself had introduced and had found to be of great 
value. Solutions for vaginal douching were generally 
used too strong. There was really nothing better than 
permanganate of potash or saline solution. It was not 
only the strength of the solution, but the force with 
which the douche was used that was important. The 
douche can should not be raised higher than one foot 
and then the flow would be more prolonged. Injury to the 
normal flora of the vagina should be avoided. 

Dr. Worrall said that. in Skene’s ducts he put the blunt 
end of a bodkin up and then eye scissors to cut the duct 
open; he next applied pure carbolic acid. As long as the 
duct was split right up, the patient would be cured. The 
use of the cautery and the application of diathermy to the 
endocervix caused contraction which interfered with 
natural drainage and so led to infection. 

Dr. Worrall said that he would like to reiterate his 
opinion about sutures—it was the reverse of what had 
been said. He had seen chromicized catgut cause hemor- 
rhage by remaining too long and ulcerating through the 
downward branch of the uterine artery. Plain catgut 
remained until coherence of the flaps occurred. Secon- 
dary hemorrhage was caused by tying sutures too tightly. 


Dame Constance D’Arcy said that she had been 
interested in the remarks of the speakers. She had pre- 
pared a paper for a post-graduate meeting on this subject. 
On looking up the literature she had found a paper by 
Dr. Jacobs, of Saint Vincent’s Hospital, Melbourne, that 
had been published in THe Mepicat JouRNAL OF AUSTRALIA. 
Dr Jacobs quoted the work mentioned by Dr. Tebbutt on 
the pH value of vaginal discharges and the fact that it 





varied according to the patient’s age. This was very 
important from the practical point of view. Adhesions 
seen in the vagina could be thus accounted for. Dame 
Constance D’Arcy said that she had seen in a little child 
atresia of the vagina after treatment for gonorrhea in a 
public clinic. She thought that such patients were over- 
treated, especially with dye. One little girl lost a cast o 
her vagina after being treated with acriflavine. Another 
suffered from hematometria when she began to menstruate. 
This. also occurred in elderly women; for example, after 
having the cervix treated with radium the vault of the 
vagina was found to be adherent. If these patients were 
induced to report frequently and were given suppositories 
of cocoa butter, this would not occur. 


Dr. Furber had spoken of the whirl spray. Dame 
Constance D’Arcy thought that this was a vicious instru- 
ment. Norman Haire had sent her a copy of his lasi 
book, in which the filth of this spray had been mentioned. 
It was never completely cleansed, and infection was cer- 
tainly caused by it? When this syringe was used as a 
contraceptive measure, infected fluid was forced into the 
uterus. Foaming medicaments (chiefly used as contr::- 
ceptives) were also used in the treatment of cervicitis 
Dame Constance D’Arcy had seen five women with pus 
tubes caused by “Stylettes” used for the treatment of 
gonorrhea; all these women lost their tubes. 


Dr. CLEMENT CHAPMAN apologized for the absence of Dr. 
H. H. Schlink, and said that he had some remarks to 
make concerning their experiences at the Royal Prince 
Alfred Hospital. 


As to the cautery, Dr. Chapman said that he did not 
like the odour of burnt flesh or the indefinite depth to 
which the cautery went, so that he very seldom used it. 
He preferred the knife. Cysts were a sign of long- 
standing disease. 

In arguments concerning the best antiseptic to use in 
these conditions too much stress was laid on the medica- 
ment and not enough on the patient. Such patients 
required prolonged rest, no coitus, and freedom from 
erotic stimulation by the prohibition of visitors and of 
books causing increased functional activity of the sex 
organs. The curative value of rest could not be over- 
estimated, and three months was not too long. 


Dr. Chapman had been interested in what had been 
said concerning rectal infection. He thought that Dr. 
Beveridge placed the incidence too high. Some of his 
patients developed rectal symptoms, which were almost 
always due to bad hygiene. They usually cleared up 
rapidly. It was also impossible to cure vaginal discharge 
if the vulva was wide: It was often necessary to perform 
a plastic operation to make the vaginal outlet smaller, 
as the vagina was constantly reinfected from the rectum. 


Dr. H. Turospy thanked Dr. Furber for his remarks. He 
himself had never been able to believe that pyosalpinx 
could discharge into the uterus and then into the vagina, 
and he was glad to hear Dr. Furber say that this was rare. 


Dr. Furber had also said that chronic endometritis was 
a rare disease. Dr. Throsby had seen only one case in his 
life. Apart from sepsis following miscarriage or child- 
birth, it had been clearly demonstrated by Munro Kerr 
that chronic endometritis was very rare. Kerr differed 
from Dr. Furber concerning treatment; he said that 
curettage was most dangerous and might cause septicemia. 
Kerr did nothing but use carbolic acid applied to the 
endometrium. 

Dr. Throsby was glad to hear that Dr. Furber believed 
in the radical treatment of cervicitis. He himself had 
seen little good come of painting or douching. What Dr. 
Tebbutt had said concerning the bacteriology of vagin«l 
discharges was important. Dr. Throsby thought that the 
simple method of finding Trichomonas vaginalis should |e 
cultivated. Among practitioners gonorrhea was a very 
different thing to treat. Any doubtful discharge shouid 
be investigated by a competent bacteriologist. 


Dr. A. J. Greson said that chronic cervical discharge 
could be largely prevented if the cervix was regularly 
examined after child-birth and if any erosions found 
then were treated. A light application of the cautery was 
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valuable. Also: Dr. Worrall’s silver nitrate solution was 
rood. 

7 Dr. Gibson stressed the fact that far too much unneces- 
sary douching was done. Women should be taught to 


come for examination as soon as vaginal discharge made | 


its appearance. The discharge might be the symptom of a 
serious condition. 


Dr. Epna Newtson said that her experience as director 
of the venereal diseases clinic at the Rachel Forster 
Hospital had led her to the opinion that the douche was 
the worst enemy of the vagina, except in three conditions: 
first, in the presence of copious, irritating discharge in 
early acute gonorrhea; secondly, in malodorous discharges, 
such as that due to Trichomonas vaginalis; and, thirdly, 
at the final stage in the treatment of gonorrhea, when 
Déderlein’s bacillus had reappeared, and a 05% lactic 
acid douche would help to restore the normal pH of the 
vagina. She preferred, however, even at that stage, to 
recommend the use of a gelatine pessary made up with 
05% lactic acid. To this they owed, at the clinic, most 
of their cures in gonorrhea once the condition had passed 
the acute stages. These were the three only indications 
for douching; otherwise it only prolonged the condition. 

It had been found that for topical applications to the 
cervix in gonococcal cervicitis, the least irritating applica- 
tions proved most useful. Glycerine was the sheet anchor 
in treatment in the acute and subacute stages, used either 
pure or combined with such medicaments as saturated 
magnesium sulphate solution, “Dettol” or lactic acid. The 
use of solutions of acriflayine and mercurochrome was 
practically a thing of the past. 


The paper by Dr. Jacobs mentioned by Dame Constance 
D’Arcy was most interesting and helpful from the point 
of view of the treatment of trichomonas vaginitis. Dr. 
Nelson agreed with Dr. Tebbutt that Trichomonas vaginalis 
was non-pathogenic at times, being a normal inhabitant 
of vagina, vulva or rectum. The prevalence of tricho- 
monas vaginitis in virgins was considered probably due to 
the use of cheap diapers and to traumatism and handling, 
as well as to the universal use of douches, which disturbed 
the normal pH of the vagina. In,testing vaginal discharges 
for Trichomonas vaginalis, Dr. Nelson found it necessary 
to use a pipette to collect discharge, placing this in one 
to two cubic centimetres of well heated saline solution, 
and to have the material examined microscopically as soon 
as possible. The general practitioner could use a swab- 
stick soaked with vaginal discharge to inoculate an 
inspissated serum tube, the spill being packed off with 
cotton wool for carriage to a laboratory. Trichomonas 
vaginalis would be found to be most active on an inspis- 
sated serum tube thus inoculated and kept warm. It 
was hoped that the conditions under which Trichomonas 
vaginalis became pathogenic might be cleared up as a 
result of investigations undertaken at the clinic. 


Dr. Beveridge had said that she had had no success with 
hexylresorcinol solution in the treatment of trichomonas 
vaginitis; but at Dr. Nelson’s clinic it had produced good 
results. The surface tension of the vagina must be 
increased by the use of green or ether soap before using 
the solution. Its use must, however, be continued after a 
menstrual period, when trichomonas vaginitis was most 
likely to recur. 

Dr. Nelson said that, contrary to Dr. Jacobs’s observa- 
tion, the association of trichomonas vaginitis with gono- 
coceal infection was a very real thing; in the later stages 
of gonorrhea, with chronic discharge resistant to treat- 
ment, a saline preparation would often reveal Trichomonas 
vaginalis, and treatment along lines of that for trichomonas 
vaginitis would clear up the condition. 

Dr. Nelson stressed the importance of rectal examina- 
tions. At their hospital they were unable to do culture 
work, but 7-5% of the patients had been “smear-positive” 
in the last quarter. 

Where cultures were being made for the detection of 
gonococci, fresh blood agar slopes, heated to body tem- 
perature, should be used and not allowed to cool if growth 
were to be satisfactory. 


Dr. Furber, in reply, commented on the divergent views 
that had been expressed, and the confidence in each par- 





ticular treatment. He would like to have the god-like 
feeling that he could immediately and infallibly cure these 
conditions, and heartily envied the “hundred per centers”. 
He had discussed the treatment rather than the pathology 
of trichomonas vaginitis. He had often wondered whether 
the organisms lurked up in the fastnesses of the cervix or 
the uterus, descending thence to recommence operations. 
Having seen the condition become worse after hysterec- 
tomy, he found it impossible to blame the uterus as a 
nidus. He asked Dr. Heighway, when she came back from 
England, the latest mode of treating trichomonas, and 
she said: “Change of diet and keep their heads under 
water’. That nearly summed up the position. 

In reply to Dr. Worrall, Dr. Furber said he had dis- 
cussed silver nitrate, and he thought it of the greatest 
value. He was afraid he must maintain his attitude 
regarding diathermy. By its use many unfortunate 
“chronics” who had been battling back and forth to the 
out-patient department had been relieved of their dis- 
ability, to the gratification of the surgeon concerned 
almost as much as to the patient. 

Dr. Furber said that he was prepared, on Dame 
Constance D’Arcy’s vivid condemnation, to withdraw the 
whirl spray. What he said was that it was of service only 
when the facilities for using the douche can were not 
available. 

Dr. Furber was glad to hear Dr. Tebbutt express con- 
siderable doubt that Déderlein’s bacillus was the be-all 
and end-all of vaginal antisepsis, the majority of patho- 
logical discharges being acid; that there was a bactericidal 
factor in the normal vagina could be fairly clearly proved, 
but its precise nature was still a matter for investigation. 





NOMINATIONS AND ELECTIONS. 





THE undermentioned has applied for election as a 
member of the New South Wales Branch of the British 
Medical Association: 

Moore, Henry Dendy, M.B., B.S., 1937 (Univ. Sydney), 
Sydney Hospital, Sydney. 





NOTICE. 





Memeers of the Victorian Branch are requested to com- 
municate with the Medical Secretary before entering into 
any arrangement for the examination of miners coming 
under the provisions of the Miners’ Phthisis Relief Act, 
1936. 





Correspondence. 





A DISCLAIMER. 





Sir: The publication of my photograph in The Sydney 
Morning Herald of today has caused me considerable 
annoyance. I was approached by a representative of the 
paper and refused to supply him with a photograph. I also 
informed him of the Association’s ruling in the matter. 

Yours, etc., 
Linpsay Dey. 

North Sydney, 

March 19, 1937. 


<i 
—— 


Proceedings of the Australian Medical 
Boards. 








VICTORIA. 





A MeEEviNG of the Medical Board of Victoria was held 
on February 3, 1937. 

Registrations—Margaret Isabel Heron, M.B., Ch.B., 
B.A.O. (Belfast), 1932; Francis Robert Turnbull Mabin, 
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M.B., B.S. (Melbourne), 1935; William Lindsay Barron 
Burns, M.B., Ch.B (New Zealand), 1935. 


Additional Diplomas Registered.—Eustace A. Rowlands, 
F.R.C.S. (England), 1936; Ian C. James, M.R.C.P. (Edin- 
burgh), 1936; Arthur O. Green, M.D. (Melbourne), 1931, 
F.RC.S. (England), 19365. 


Deaths Reported—No. 2258, Daniel Samuel Coto; No. 
2650, John Reginald Davis; No. 2899, Alfred Herbert 
de Pinna; No. 4192, Robert Hume Fallon; No. 1577, John 
Harry Saunders; No. 4420, Georgina Temperley; No. 2804, 
William Ian Mackintosh; No. 3809, Albert William 
Bretherton; No. 2018, Walter Henry Grant Broyer. 


General.—The Acting Registrar, University of Melbourne, 
forwarded an inquiry as to whether Italian medical quali- 
fications were registrable in Victoria, and it was decided 
to reply that any person who has obtained his degree after 
not less than five years’ regular medical and surgical 
study in a recognized Italian university is eligible for 
registration under the “reciprocal” provisions of the 
Medical Acts. 


As the Chief Secretary wag not prepared to direct that a 
complete revised medical régister for 1937 be published, 
the Board authorized the publication of supplementary 
lists showing the alterations made last year. 


It was decided to request the Crown Solicitor to advise 
the Board whether there were any objections to the regis- 
tration of persons who are not British subjects. 


Dr. Sherwin, who has arranged to visit the United 
Kingdom and the Continent, was granted nine months’ 
special leave of absence. 


Diary for the Month. 


2.—Queensland Branch, B.M.A.: Branc sh. 

6.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

7.—Victorian Branch, B.M.A.: Branch. 

7.—Western Australian Branch, B.M.A.: Council. 

8.—South Australian Branch, B.M.A.: Council. 

9.—Queensland Branch, B.M.A.: Council. 

13.—New South Wales Branch, B.M.A.: 
Finance Committee. 

20.—New South Wales Branch, B.M.A.: Ethics Committee. 

21.—Western Australian Branch, B.M.A.: Branch. 

21.—New South Wales Branch, B. M.A.: _— Meeting. 

23.—Queensland Branch, B.M.A. Council 

27.—New South Wales ‘Branch, B.M.A. : Medical Politics 
Committee. 


Executive and 


<i 
i il 





Wedical Appointments Vacant, etc. 


For announcements of mé@ical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xiv. to xvi. 


At¥rrep HospitaL, MELBOURNE, Victoria: Medical Officers. 

CAMOOWEAL HospiTaL, CAMOOWEAL, QUEENSLAND: Medical 
Officer. 

Maekay Hosprrats Board, MACKAY, QUEENSLAND: Resident 
Medical Officer. 

MorHers’ AND BaAsres’ HEALTH ASSOCIATION, INCORPORATED, 
ApELAIDE, SoutH AusTRALIA: Half-Time Medical Officer. 

Pustic Service Boarp, ADELAIDE, SOUTH AUSTRALIA: “Neale” 
Research Pathologist. 

Pustic Service Boarp, Sydney, New SourH Wates: Female 
Medical Officers. 

Roya Norte Snore Hospirat or SyYpNey, 
Wa.es: Medical Superintendent. 

Sarnt Vincent’s Hospitat, Sypney, New SovutrnH WALES: 
Honorary Clinical Assistant. 

THe Women’s Hospirar, Crown Srreet, SypNey, New 
Soutnh Wages: Honorary Officers. 

TrsoosurrRA District Hospirat, Trsoopurra, New SovutH 
WALEs: Resident Medical Officer. 


New SoutTH 





Wedical Appointments: Important Motice, 


MEDICAL PRACTITIO cr ested not to apply for any 
appointment referred to in oe ‘aowing table without having 
first communicated ptt 4 - — SS 
named in the first col or with the Medical tary of the 
British Medical Association, Tavistock Square, London, W.C.1. 





BRANCHES. APPOINTMENTS. 





Australian we A Association. 

Ashfield and District United "Friendly 
Societies’ Dispensary. 

= — Friendly Societies’ Dis- 


Naw Sovurn WaLms: Friendly Society, logy t Casino. 
Honorary Secretary, Leichhardt Petersham United 
135, Mosezerte Street, | __ Friendly Societies’ 
Manchester Unity Medics! and Dispen- 
sing Institute, Oxford Street, Sydney 
North Sydney Friendly Societies’ Dis- 


pensary Limited. 
eee Assurance Company 
m 
Phenix Mutual Provident Society. 








All Institutes or Medical Dispensaries. 
Australian Prudential Association, Pro- 
uetesney. Limited. 
National Provident Club. 
National Provident Association. 
Hospital or other appointments outside 
Victoria. 


Victorian: Honorary 


Society Hall, Bast 
Melbourne. 





Brisbane Associate Friendly Societies’ 
Medical Institute. 
Proserpine District Hospital. 
QUEENSLAND: Honor- LODGE §appoint- 
ary Secretary, B.MLA. 
Building, 
Street, Brisbane. osp’ in their own 
interests, to submit a copy of their 
Agreement to the Council before 


signing. 








All Lodge appointments in South Aus- 
South Av tralia. 


STRALIAN : 
Secretary, 178, North} All Contract Practice Appointments in 
Terrace, Adelaide. South Australia. 





WESTERN Avus- 
All Contract Practice Appointments in 


Western Australia. 








Editorial Motices. 


Manuscripts forwardea tc the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tuz 
MepicaL JouRNAL oF AUSTRALIA alone, unless the contrary be 
stated. 


All communications should be addressed to the Editor, Tur 
Mepicat JourRNAL oF AvusTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
Tue MepicaL JourNAL or AvustTraLia, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such a notification is received within one 
month. 

SupscripTiox Raisgs.—Medical students and others not 
receiving Tum Mumpicat JourNaL OF AvusTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £3 
for Australia and £2 5s. abroad per annum payable in advance. 
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